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During the months of June and July, 1949, 
it was the privilege of the authors to be 
members of a team of about 50 consultants 
to the Italian government in making a sur- 
vey of health facilities and their administra- 
tion in Italy. The report of the whole in- 
vestigation, which included all services from 
sanitation and water supply and sewage dis- 
posal to psychiatric services and mental hy- 
giene, and not excluding social insurance 
schemes, has been published. The report of 
the whole commission demanded, of course, 
that the section on psychiatry be extremely 
brief. This paper includes more data than 
could be included there. The original report 
to the commission was written by the two 
authors in very close cooperation, and the 
present paper is a consolidation of the 
abstracts written separately by the two 
authors.” 

We shall discuss our survey under the 
headings of the history and philosophy of 
Italian psychiatry, psychiatric education, psy- 
chiatric hospitalization, including a discus- 
sion of therapy in hospitals, and finally, psy- 
chiatric services for children in the country. 


History AND PHILOSOPHY OF ITALIAN 
PsyCHIATRY 


Ancient Roman medicine came mainly 
from the Greeks. It is impossible in the time 
available to trace the very ancient develop- 
ments. In the middle ages in Italy, as in the 
rest of the Christian world, the concept of 
the body as the source of sin was very strong, 
and mental illness, like other types of dis- 
ease, was considered to be either punish- 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

2Dr. de Sanctis sends his best wishes to The 
American Psychiatric Association and his regrets 
at not being able to attend the annual meeting in 
Detroit. We likewise regretted his absence for 
he is a charming and delightful person as well 
as a distinguished psychiatrist—P. V. L. 


ment for sin or a necessary immolation lead- 
ing to eventual heavenly glory. Witchcraft 
and demonology were at their peak in Italy 
in the 16th and 17th centuries after the dawn 
of the Renaissance. As a type of social 
pathology, there are similarities to be pointed 
out between the self-accusations of those 
accused of witchcraft then, and those ac- 
cused of offenses against the nation in some 
nations today. The first homes for the in- 
sane were established in the 12th century 
in Italy, one in Bergamo in 1352 and another 
in Florence in 1387. The psychiatric hospi- 
tal of Rome, founded in 1548 as Santa 
Maria della Pieta, is the oldest Italian 
psychiatric hospital still functioning. 

The Renaissance in Italy, paced by Galli- 
leo, saw the beginning of the scientific study 
of biology and physiology, establishing a 
pattern for physiological psychiatry that has 
flourished since. This anchoring in organic 
philosophy was made more secure in the 
work of such teachers as Malpighi and 
Valsalva, which blossomed in the carefully 
constructed system of thought about the 
character of disease expressed by Morgagni. 
It was Morgagni’s influence that first brought 
to Italy the concepts of nonrestraint and 
gentle, rather than cruel, treatment of 
patients. 

These reforms were extended by Mor- 
gagni’s pupil, Chiarugi, who was able to get 
strong political support which made the 
work in Italy easier than it was for Pinel 
in France about the same time. As a matter 
of fact the Italians contend, somewhat 
against French resistance to the idea, that 
Chiarugi preceded Pinel in time and should 
have the credit for originating the reforms 
in question. Chiarugi also published the first 
Italian text in psychiatry. It was based on 
the concept that mental disease was due to 
a “primary offence to the brain,” a concept 
echoing in this field Morgagni’s dictum that 
each disease inevitably leaves behind it its 
mark on the organs of the body. 


401 


402 


A SURVEY OF ITALIAN PSYCHIATRY, 1949 


[ Dec. 


The materialism and mechanistic philoso- 
phies of the 19th century supported and ex- 
tended the “organic” theory of causation of 
mental illness. Unlike the situation in the 
United States, the centers for anatomical 
pathological research were in the mental hos- 
pitals early in the century, but later included 
the universities, largely under the influence 
of Varga, who also led a legislative reform. 
Varga also contended that psychiatric re- 
search must be “naturalistic,” that is, or- 
ganic in philosophy. Miraglia, who worked 
in Naples, introduced music, occupational, 
and even drama therapy there before his 
death in 1884. 

Histology of the nervous system fitted di- 
rectly into the Morgagnian tradition, and 
histological changes accounting for the 
Kraepelinian classification of diseases were 
the aim of much research. It was this aim 
that led to the development of the silver 
impregnation stains of Golgi which eventu- 
ated in his receiving the Nobel prize in 1906. 
The osmic acid method of Marchi was also 
an Italian invention and has been the basis 
of a great deal of neuroanatomical and 
physiological research. Much of this research 
was done in Germany, and Munich became 
the Mecca for study by Italian psychiatrists 
under Niessl, Alzheimer, and later, Spiel- 
meyer and Spatz. Most of the present and 
recently retired professors and administra- 
tors in psychiatry in the country were trained 
in the German laboratories and reflect their 
training in their teaching and thinking. The 
Tamburini theory of hallucinations, that they 
result from local cortical excitation, and 
Bianchi’s work on the functions of the fron- 
tal lobes are in this histological tradition, 
though Bianchi also was interested in men- 
tal hygiene and eugenics. Tanzi and Lugaro 
treated paranoid conditions both as organic 
patterns and on the basis of a return to primi- 
tive methods of thinking. 

The psychiatry of criminology always 
springs to mind in association with Italian 
research, and the names of Lombroso and 
Virgilio. _Lombroso’s criminological an- 
thropology and anthropometry lost their im- 
pact in modern psychiatry, but there remains 
the fact that through his work there also 
arose an association between social psy- 
chiatry and criminology that persists today 
particularly in institutions for the criminal 


insane. The old constitutionalism is main- 
tained in some quarters, however, finding 
its most recent advocate in Nicola Pende 
through endocrinological researches. 

With the same background of histological 
and neurological training, Sante de Sanctis 
roamed rather wider into other philosophies 
and included psychology in his scope. One 
of the few mental tests invented in Italy was 
made by him and he at one time held the 
chair both of psychiatry and of psychology 
at the University of Rome. He was opposed 
in this trend away from exclusively neuro- 
logical orientation principally by Mingazzini, 
who insisted successfully that the science 
was basically neuropsychiatry, and that there 
should be a single professor of neuropsy- 
chiatry, rather than one of psychiatry and 
one of neurology in the universities, practi- 
cally all of which are centrally controlled 
state institutions. The teaching of psy- 
chiatry is basically neurological, with symp- 
tomatology and diagnosis being stressed, 
while dynamic psychiatry is taught hardly at 
all. Traditionally, the university clinics con- 
tain few beds. This makes it possible to fill 
them with neurological patients to a very 
large extent, while the students see only a 
few “quiet” psychiatric cases. 

Psychology was an active field in Italy 
under Sergi, who had an experimental lab- 
oratory that predated Wundt’s. His pupils 
studied reaction times and similar problems 
in the three universities in which chairs were 
established. The First International Con- 
gress of Experimental Psychology was or- 
ganized and held in Rome in 1905. But the 
early promise was extinguished on philo- 
sophical grounds, and behaviorism, Gestalt 
psychology, and finally the psychology of 
the psychoanalytic school were largely re- 
sisted and were not accepted in the Italian 
psychiatric or academic world. 

De Sanctis insisted, however, that psycho- 
pathology, including sociopathology, must be 
recognized and much of his career was 
marked with strife because of this. A natu- 
ral outcome of his genetic-dynamic formu- 
lations was his interest in child psychology 
and psychiatry of which he may be said to 
have been the founder in Italy. Cerletti, who 
succeeded de Sanctis as professor at the Uni- 
versity of Rome, has to some extent carried 
on the tradition of de Sanctis, though always 
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stressing the physiological process underly- 
ing the psychic ones. His formulation of 
the effect of electric shock as a “terror- 
defense” reaction would appear to offer a 
sort of bridge over which his more exclu- 
sively neurologically minded colleagues may 
cross into the area of dynamic psychiatry to 
join in psychopathological researches. 

Cerletti’s discovery of electric shock of 
course affected the trend of Italian psy- 
chiatry very deeply. Insulin had preceded 
it and one of the purposes of Cerletti’s re- 
searches on the induction of convulsions by 
electricity was to avoid the complications in- 
cident upon metrazol treatment. But just at 
this point Italian psychiatry became isolated 
because of political conditions. This has re- 
sulted in a marked lag in the introduction of 
psychosurgery and also of the use of the 
electroencephalograph as a diagnostic and 
research instrument. These are to be the 
subjects of national meetings of psychiatrists 
in 1950, however, and knowledge should 
soon become widespread. Fiamberti of 
Varese has used acetylcholine to induce 
shock, a method not widely used in this 
country, and is also the leader in psychosur- 
gery. He is using the supra-orbital approach 
and has invented special instruments for the 
operation. 

In short summary, then, Italian psychiatry 
has always been closely associated with the 
Morgagnian concept of organic pathology 
and has made great technical and research 
contributions in this area and in neuro- 
anatomy. There has been a marked lag in 
the acceptance of genetic-dynamic concepts, 
which, however, are beginning to make a 
noticeable impression due primarily to the 
work of Sante de Sanctis. 


PsyYCHIATRIC TRAINING IN ITALY 


Medicine is a 6-year course in Italy and 
begins after graduation from the equivalent 
of high school. Psychology is not required 
as a part of the course, and teaching of 
neuropsychiatry does not begin until the fifth 
year of the course. One is impressed by the 
number of neurological charts in the lecture 
rooms, which show nothing to balance the 
neurological overweighting, except some ma- 
terial on the symptomatology of mental <is- 
ease. Fifty hours in each of the last 2 years 


of the course are allowed for neuropsychi- 
atric teaching. There are some elective 
courses available. Patients are demonstrated 
for the most part and the student may not 
examine a patient himself at all before gradu- 
ation. The number of hospital beds avail- 
able for the teaching of psychiatry is likely 
to be small—in Bari, for example, there 
were 30 beds for the teaching of the 300 
students to be graduated in 1950. The pe- 
culiar separation of the public hospitals is ap- 
parently impossible to break down at present 
though to the foreigners the difficulties of 
using nearby hospitals for clinical experience 
seem small in comparison to the advantages 
to be gained for students. 

Postgraduate training is almost entirely 
on a part-time basis and is exclusively 
through the universities and not through the 
hospitals of the country. One may work for 
years under highly qualified teachers in a 
hospital, but such training is not recognized 
as specialty training except after it is acted 
upon favorably after a university examina- 
tion. Because of the highly neurological ori- 
entation of the professors of neuropsychiatry 
this again reinforces the neglect of psycho- 
dynamic psychiatry. Typically, specializa- 
tion is gained through attendance at a speci- 
fied number of lectures and by clinical work 
over a 3-year period, followed by examina- 
tion in the university. About 60 specialists 
are qualified each year. The total number 
of qualified psychiatrists in Italy is not ex- 
actly known, but the members of the Italian 
Psychiatric Society number about 300. 


COMMITMENT LAws IN ITALY 


As is the case in most countries operat- 
ing under old laws concerning mental illness, 
Italy’s law of 1904 is not aimed at all at the 
welfare of the patient, but is entirely cen- 
tered in the protection of the population. 
Regulations under the laws are less restric- 
tive than the law itself and allow hospitaliza- 
tion for recognized sickness even though the 
patient may not be a danger to the public or 
have created a public scandal. Hospitaliza- 
tion and release from the hospital are mat- 
ters of legal procedure. Where not modified 
by understanding cooperation between courts 
and psychiatrists this procedure can be quite 
restrictive to patient movement on the 
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grounds of medical judgment. Public health 
officials are, in some areas, able to arrange 
hospitalization upon statement to a local 
court or to the mayor of a village. The re- 
strictive power of the law is felt by the 
hospital administrator very strongly since he 
may, for example, release a patient while 
awaiting the final legal release to go through 
the necessary channels, but he is personally 
responsible if he does this, a fact that tends 
to stay his hand. Voluntary admission to 
hospital is allowed, but must be followed by 
the appropriate legal procedure within 24 
hours. 

Under the chairmanship of Dr. Bonfiglio, 
the director of the Psychiatric Hospital for 
the area including Rome, the Italian Psychi- 
atric Society is proposing a reform of the law 
with modern provisions taking into con- 
sideration the medical issues. This law pro- 
poses to make the provinces, of which there 
are 93 in Italy, responsible not only for 
hospitalization but also for outpatient ser- 
vices. The new law will admit patients to 
hospitals on medical certification, using the 
law only when police are necessary to assure 
admission. Movement of patients within the 
hospital and discharge from the hospital are 
to be matters for exclusively medical deci- 
sion. The national controlling body will 
cease to be in the Department of the Interior, 
which also deals in police matters, and will 
become a part of the High Commissariat of 
Public Health, thus confirming the medical 
character of psychiatry. Nevertheless, judi- 
cial authority will be available to intervene 
if either patients or their families feel in 
need of protection. 

While no analysis of the laws regarding 
legal responsibility was made in our survey, 
the impression was that they functioned in 
familiar patterns. It is worthy of note that 
one of the finest hospitals inspected by us was 
a hospital for the criminally insane near 
Naples. These hospitals are run by the 
national judiciary authority. 


Psycuiatric HospitTats 


Hospitals in Italy are run by special pro- 
vincial committees headed by the Prefect of 
the Province. Some provinces combine with 
neighboring areas so that better services 
might be given. The movement for combin- 


ing provinces into regions, of which eventu- 
ally there will be 9, is being carried out at the 
present time for many areas of the country, 
and it appears that public health and wel- 
fare and other governmental functions will 
eventually all be administered on a regional, 
rather than a provincial basis, though this 
change will probably be only a little faster 
than that of regional administration as op- 
posed to state government in our own coun- 
try. The extent to which psychiatric ad- 
ministration is being regionalized varies 
widely over the country, though the general 
pattern remains provincial. Some provinces 
do not own and operate hospitals, but con- 
tract with private, usually religious, institu- 
tions, for the care of their patients. It was 
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our impression that this system carried cer- 
tain dangers and that governmental control 
of institutions was the more desirable. 

While local payment for hospitals is main- 
tained, there is considerable national control, 
particularly in matters of staff qualifications. 
Examinations for candidates for positions 
are national in scope and competitors are 
likely to be from all parts of the country. 
There is a national statistical service to 
which all hospitals report, but this is a neg- 
lected agency with too little personnel and 
one that receives extremely little financial 
support. Reporting, particularly in the field 
of mentally retarded children, is known to 
be markedly deficient. 

The number of patients in Italy’s psychi- 
atric hospitals has varied extremely widely 
in recent years, as shown in Fig. I. 

From 1926, the first year for which data 
are available, until 1940 there was a rapid 
increase in the number of patients hospital- 
ized, from approximately 60,000 to almost 
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100,000. Part of this apparent increase may 
have been due to improvements in the re- 
porting system, but this is not felt to be a 
very great factor. During the war years 
there was a precipitous fall in number of 
patients in hospitals, until in 1945 the num- 
ber was again only 62,000. The circum- 
stances of this fall were such as to make 
one’s blood run cold. In Palermo, 40% of the 
patients died of starvation during 1942-43. 
In Pergine, near the Austrian border, the 
director saw 300 of his patients loaded onto 
a train and taken northward to what was 
death in the gas chamber. In Agrigento the 


industry, and wealth. Italians tend to think 
of the country in terms of the North and 
the South, the North being relatively rich, 
fertile, industrialized, and cultured as com- 
pared to the poverty-stricken, infertile and 
dry, poorly industrialized, and culturally 
backward South. Statistics on psychiatric 
hospitalization tend to support the allegation 
that there are marked differences in going 
from North to South. Rome and the area 
north of it has a rate of 168 hospitalizations 
per 100,000 population, while the area south 
of Rome, including Sicily and Sardinia, has 
a rate of 95 per 100,000. 


TABLE 1 


NUMBER OF PsycHIATRIC HospPITAL RESIDENTS, PoPULATION, AND RATE oF HospPITAL 
RESIDENTS PER 100,000 PoPpULATION FOR VARIOUS COUNTRIES AND ITALY, 
FOR VARIOUS YEARS 


Country and year Population Residents Rate 
United States (1966) 141,229,000 529,247 374 
35,000,000 105,787¢ 301 


* Population estimates by High Commissariat of Public Health. | 
+ Mental deficients estimated and subtracted from the, total hospitalized to make figures com- 


parable with those of other countries. 
t Probably excludes private patients. 


patients were simply dispersed since the hos- 
pital had to be emptied because the town was 
in the path of the Sicilian invasion. So far 
as could be discovered, few if any patients 
were killed directly by bombing or other fire, 
even though several hospitals received di- 
rect bomb hits and very many were dam- 
aged to some extent. Since the war it will 
be seen that the curve is again rising; it 
would appear to be ready to duplicate the 
rise noted between 1926 and 1940. 

The rate of hospitalization is considerably 
lower in Italy than in this country or in 
France as is shown in Table 1. This table 
is prepared to show the effect of the war, 
already noted, but also presents data on the 
peak year of hospitalization, 1941. It will 
be noted that it is 54% lower than the U.S. 
rate in 1941 and 70% lower at the depth of 
the war slump. It is 53% lower than 
France’s rate during the years when war 
conditions in those 2 countries were most 
comparable. 

Italy, as a country, is by no means uni- 
form as to distribution of natural resources, 


Rates of admission to hospitals might be 
considered to furnish a better index of pres- 
ently existing conditions than data on hos- 
pital residents since the latter represent the 
accumulation of years. Table 2 shows that 
the admission rate for Italy is much lower 
than for its neighbors to the north and for 
the United States. It is 4 the rate of the 
United States and less than a quarter the 
admission rate for Switzerland. The differ- 
ential between the northern and southern 
areas, noted for hospitalization rates above, 
also holds for admission rates, the rate for 
the North being nearly twice as high. 

The reasons for these low rates are not 
easily determined. There are no data to indi- 
cate that there are actually fewer cases of 
mental disease in the Italian population than 
elsewhere, though it is recognized that alco- 
holism is much less in Italy than it is, for 
example, in Switzerland. Our colleagues in 
the survey who dealt with the field of child 
and maternal health felt that the mother-child 
relationship was much freer of anxiety and 
showed much more open expression of love 
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than is the case in many other cultures, and 
they felt it likely that this tended to reduce 
mental illness. This is a very attractive hy- 
pothesis, but there are no statistical data to 
support it. The aged are definitely under- 
represented, a finding that might be expected 
in the light of the strong family cohesion 
and the predominantly rural existence, par- 
ticularly in the South. For example, the 
Rome hospital admissions for 1948 showed 
14% to be over 60 years of age, while in 
the United States, 23% of all admissions to 
hospitals in 1946 were over 65 years of age. 
Family cohesion operates to keep people out 


the hospital staff recently. Furthermore, 
there is no shortage of attendant class of 
personnel. In Naples, the training course 
was opened to people living in the neighbor- 
hood and now the hospital has 150 trained 
people waiting for jobs. 

The physician-patient ratio in hospitals is 
I to 146, but this must be interpreted in the 
light of the fact that these are all or almost 
all half-time employees who are in general 
or psychiatric practice the rest of the time. 
Many of these men are excellently trained 
by Italian standards, though extremely few 
are trained in or have any interest in psycho- 


TABLE 2 


ApMISsions TO PsycHratric Hospitats For ITALY AND VARIOUS COUNTRIES AND RATES 
OF ADMISSION PER 100,000 PoPULATION FOR VARIOUS YEARS 


Rate of new 
admissions 


Number of per 100,000 

Country Population admissions population 
45,778,000 26,930 59 
United States (1946)........... 141,229,000 271,200 170 
38,000,000 21,230 59 
Switzerland (1946) 4,450,000 11,547 259 


* Figures estimated from 87 departments reporting of total of go. 


of the hospitals at earlier ages also. Certain 
economic factors restrict hospitalization of 
landowners, since when payment is impos- 
sible for hospitalization it is collected and may 
become a lien against the land owned. This 
factor is less operative in the industrialized 
North than in the more rural Southern areas. 
Finally, there is the fact of the stigma of 
mental disease, which discourages hospitali- 
zation. In the areas in which older cultural 
patterns have been less disturbed, the fact 
that the known presence of mental illness in 
a family reduces the marital opportunities 
of the daughters of the family tends to keep 
the presence of mental illness a secret when- 
ever possible. 

Turning now from the number of patients 
to the quality of their care, it is important 
at the outset to make one central point very 
strongly, since the contrast between Italy and 
this country is so marked as to leave one 
breathless. There is no shortage of physi- 
cians willing to become psychiatrists in Italy 
and no shortage of psychiatrists to work in 
hospitals. In Rome there were 16 avid ap- 
plicants to select from for 2 positions on 


dynamic psychiatry. With Cerletti’s dy- 
namic formulation of the effect of electric 
shock, with the introduction of narcosyn- 
thesis by army psychiatrists during the war, 
and above all, with the breakdown of politi- 
cal and scientific isolation of Italy now that 
the prewar and war years are passed, we may 
expect a growth of dynamic thinking. There 
are a few scattered experiments in group 
therapy underway. 

Hospital psychiatric nursing at the pro- 
fessional level is almost exclusively done by 
the religious orders. The training of the 
nuns varies widely, but few have been fully 
trained. It was a revelation to see how much 
difference the presence of a large staff of 
nurses made in the hospitals. In the Rome 
hospital there were almost 2,400 patients 
and there were 94 nurses to care for them 
in addition to more than 600 attendants and 
other auxiliary employees. The ratio of total 
employees to patients in the 17 hospitals 
visited in the survey was I: 4.2, a figure to 
make most American administrators green 
with envy. 

No Italian hospital employs a nonmedical 
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psychologist, though considerable psycho- 
logical testing, both intelligence and projec- 
tive, is done. Psychiatric social work is very 
little developed, though a few hospitals have 
trained public health nurses and general 
social workers to carry out some of the tasks 
of this profession. There is no school of 
psychiatric social work in Italy, though some 
people are being trained for this work in 
Switzerland. 

Psychiatric hospital plants are generally 
very clean and in fair repair. It is extremely 
difficult to say why it should be so, but 
patients are not as disturbed in Italy as in 
this country and architectural restraints are 
given much less attention. One hospital, 
Varese, under the direction of Fiamberti, 
the inventor of acetylcholine shock treat- 
ment and the leader of lobotomy in Italy, is 
built entirely without architectural restraints. 
There were two mildly disturbed patients of 
the 450 in this hospital, one a paretic, the 
other a recurrent manic. Each had his spe- 
cial attendant, but there was no mechanical 
restraint. The maximum restraint observed 
was wrist and ankle bands holding the 
patients in bed. Disturbed patients are fre- 
quently treated by keeping them in bed dur- 
ing the period of acute disturbance and are 
got up for care as required. The larger 
number of trained personnel and the good 
morale of most of the hospitals, plus the 
respect showed for the patients by all the 
staff, seemed to be the most potent factors 
to explain the striking paucity of disturbed 
patients seen in Italian hospitals. 


OUTPATIENT SERVICES 


All the university clinics and many of the 
hospitals have outpatient services. In at 
least one area, again Varese, the hospital 
physicians run clinics here and there over 
the province, dealing with both adult and 
child patients. There are no clinics with a 
complete “team” of workers such as we 
know it in this country, but the concept is 
known in Italy and is receiving attention. 
In Messina, for example, 6 teachers, spe- 
cially selected and trained, are doing what 
are essentially psychiatric social work jobs, 
and this clinic has published a paper on the 
Rorschach test in adolescents. Rome hopes 
soon to be able to establish a model child 


guidance clinic both for service and for 
training. 

For the most part treatment in the out- 
patient clinics appears to be “medical,” that 
is, the prescription of drugs when they will 
be imaginably useful and a rather diffuse 
sort of reassurance. There was the general 
impression that the most common type of 
neurosis treated was hypochondriasis. The 
impression appeared to be rather widespread 
among psychiatrists that neuroses were 
largely due to socio-economic pressures upon 
people and that their relief was really a 
political and not a psychiatric matter, though 
this is certainly not a universal idea. The 
aim of treating family situations that show 
their etiological significance in symptoms of 
the child was introduced into Italian psy- 
chiatry by Sante de Sanctis, and it is given 
most attention in the special schools that are 
named for him, to be discussed later. 

None of the child psychiatric services are 
as numerous or are manned by as well- 
trained personnel as is desirable. Some areas 
receive reasonable and consistent support; 
others operate under the greatest financial 
uncertainty. Like many other features of 
Italian health services, some are startlingly 
complete and efficient services, while others 
are incomplete and inefficient. All are mark- 
edly insufficient in the light of the popula- 
tion served when contrasted even with our 
own meagre services to children in this 
country. 

Children of less than school age are not 
usually cared for by psychiatric agencies. 
One rarely sees the hydrocephalic and micro- 
cephalic idiot or the deficient cripple in the 
mental institution ; they are said to be cared 
for in pediatric hospitals for chronic cases 
run by the religious orders. When school 
age is reached the psychiatrically abnormal 
child is first picked out by the school physi- 
cian. The effect of the organic type of think- 
ing is seen in the immediate dichotomy of 
the cases into “true” and “false,” synony- 
mous with our terms organic and functional. 
These are, of course, not mutally exclusive 
categories. The “false” cases are considered 
to be temporarily disabled by emotional prob- 
lems which result either in a damping effect 
on intelligence or in behavior disorder. The 
special classes to which they are assigned are 
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not, theoretically, for the permanent care of 
the child, but rather to prepare him to go 
back to his regular class. The “true” de- 
ficients, those diagnosed as being of essenti- 
ally organic etiology, whether the deficiency 
appears as intellectual or in behavior dis- 
order, are to be cared for in special schools. 
These run all day instead of the half-day 
characteristic of public schools generally, 
and are geared to vocational training. This 
type of school is not comparable to anything 
in the educational system of the United 
States. It might best be called a vocational 
school with a very strong medical and psychi- 
atric orientation. Cases too severe to be 
trained outside residential schools are in the 
orthophrenic schools. These are staffed by 
specially trained teachers, and those visited 
had active and productive programs. Cases 
not suitable for these schools, from which it 
is expected that children will be released for 
work at an appropriate age, are cared for in 
special wards of the provincial mental hos- 
pitals, where, in some cases, excellent train- 
ing and medical programs were seen in 
progress. 

There are special provisions for the post- 
encephalitic. These special institutions, usu- 
ally on the grounds of the provincial hospi- 
tals, have an interesting history. They are 
the result of the fact that the Queen of Italy 
and the Queen of Bulgaria were sisters. You 


will recall that it is Bulgarian belladonna 
that is used in the treatment of parkinsonism. 


PREVENTIVE SERVICES AND MENTAL 
HYGIENE 


The concept of the prevention of mental 
illness was first started in Italy in 1902 by 
Tambourini when “ascertaining and fighting 
the causes of mental diseases” was the aim 
of an international congress attended by 
representatives of 22 nations. The National 
League for Mental Hygiene was formed in 
1924 as a medical organization. It remained 
primarily medical until very recently when 
public membership and particularly mem- 
bership by teachers has been encouraged in 
some areas. It has been interested in intro- 
ducing psychiatric concepts into jurispru- 
dence, in child-caring agencies, in industry, 
and particularly in the public educational 
system, both for “normal” children and for 
the unusual case. The concept of the educa- 
tion of the public concerning psychiatric 
problems and particularly the concern that 
the public should be educated about child 
care has not progressed very far at all in 
Italy. Perhaps such education is not needed 
as much in a country in which poverty and 
low economic status are so frequently bal- 
anced by a jovial and happy frame of mind 
and a welcome for each member of the 
family. 
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FAMILIAL IDIOCY DUE TO NEURONAL LIPIDOSIS (SO-CALLED 
LATE AMAUROTIC IDIOCY) * 


GEORGE A. JERVIS, M.D., Tutetts, N. Y. 


A group of nervous and mental disorders 
has become recognized showing as a common 
pathologic feature a ubiquitous distension of 
the nerve cells with granules of a lipid na- 
ture. This group, which may be termed 
“neuronal lipidosis,’ comprises, first, the 
various types of amaurotic family idiocy, 
classified according to age into congenital, 
infantile, late infantile, juvenile, and adult 
forms; second, gargoylism, a condition in 
which mental manifestations are associated 
with osseous changes; and, third, the brain 
lesions that may be encountered in general- 
ized lipidoses such as Niemann-Pick and 
Gaucher’s diseases. The theoretical impor- 
tance of all these conditions resides in 
their common pathogenesis, the pathological 
changes of the brain being caused presuma- 
bly by a disturbance of the metabolism of 
certain lipids with consequent storage of 
the unmetabolized product within the nerve 
cells and impairment of cellular function. 

The infantile and juvenile forms of 
amaurotic idiocy exhibit well-defined men- 
tal, neurological, and ocular manifestations, 
fairly constant course, and characteristic age 
of onset and death. The late forms, however, 
are less uniform in character, the age of on- 
set varies, ocular involvement is absent, and 
the symptomatology may be predominantly 
mental in character. This form, which is of 
interest to psychiatrists, was first described 
in 1926 by Kufs(1). An additional case was 
reported by Meyer in 1932(2) but curiously 
enough since then no other references to it 
have appeared in the available literature. 

It is the purpose of this presentation to call 
attention to this condition by describing 
briefly the clinical and pathological features 
of a case of neuronal lipidosis that, because 
of the age at death (35 years), the absence 
of any ocular manifestations, and the type of 
pathological lesions, may be considered an 
example of late amaurotic idiocy. 


tFrom the Research Department, Letchworth 
Village, New York State Department of Mental 
Hygiene, Thiells, New York. Harry C. Storrs, 
Senior Director. 


CASE REPORT 


The patient (R.M. No. 3955), a man 35 years 
of age at time of death, had been admitted to 
Letchworth Village September 27, 1927, at the 
age of 13 years because of behavioral difficulties 
and mental retardation. 

Examination of the family was limited to par- 
ents and sibs, little information being available con- 
cerning other relatives. The parents were non- 
consanguineous Italian immigrants of the laborer 
class, uneducated, but mentally alert and physically 
normal. They had 12 children. Two, a boy and 
a girl, first and third in line of birth, died during 
the second year of life of acute pulmonary disease. 
Six sibs, 3 males and 3 females, were of normal 
intelligence and physically healthy. Four sibs, in- 
cluding the present patient, were defective indi- 
viduals who had required hospitalization. Three 
of these were not examined personally and only 
a brief summary of the clinical features is here 
reported. 

The first affected sib, a boy, second in line of 
birth, apparently developed normally until school 
age. He was able to go through the first grades in 
school without much difficulty. Later, toward the 
ninth year, school work deteriorated progressively 
and, finally, at 16 years he was admitted to a state 
hospital because of behavioral difficulties and ob- 
vious mental retardation. No amaurosis or epi- 
leptic manifestations were ever observed. In the 
hospital he showed progressive mental and physi- 
cal deterioration. General spasticity set in slowly. 
At the age of 20 years he was bedridden, had gen- 
eralized spastic paralysis, and his mentality was 
at the idiot level. He died at the age of 22 years 
of intercurrent bronchopneumonia. 

The second affected sib, a female, eighth in line 
of birth, showed no abnormal manifestations until 
the age of 10 years. At this time because of slow 
progress in school, she was given a psychological 
examination, found to be defective, and transferred 
to an ungraded class. Her IQ was at this time 
about 60. She made a satisfactory adjustment in 
the special class, but upon leaving school at 16 
years she was unable to secure work and was 
admitted to a state school for mental defectives. 
Examination on admission showed a physically 
normal, well-developed, and well-nourished imbe- 
cile girl with no neurological abnormalities. The 
IQ was 43. At the age of 20 years she had de- 
teriorated conspicuously, was untidy and unable to 
speak, and experienced difficulty in walking. How- 
ever, no epileptic attacks or ocular manifestations 
were observed at any time. Low-grade idiocy was 
noted during the last 2 years, when she was a 
wheel-chair and, later, bedridden patient, unable to 
speak or to feed herself and incontinent of feces 
and urine. Death occurred at the age of 25 from 


409 


la 
1. 
al 
Ig | 
m 
al 
in 
ed 
en 
m- 
in 

o- 
ru- 
ry, 
1al 
for 
ca- 
ric 
hat 
rild 

in 
led 
nd 
yal- 
ind 
the 


410 FAMILIAL IDIOCY DUE TO NEURONAL LIPIDOSIS [ Dec. 


acute bacterial endocarditis. No autopsy was 
performed. 

The third affected sib was a male, twelfth in 
line of birth. At the age of one year when he was 
hospitalized for an acute infection, complete ex- 
amination showed no mental defect or neurological 
abnormalities. Later, at the age of 3 years, mental 
defect became apparent and speech never devel- 
oped. Spastic gait was observed at the age of 
8 years. He was admitted to Wassaic State 
School at the age of 11 years with an IQ of 11. 
Spastic paralysis was present. The patient was 
mute, uncooperative, untidy, and excitable. No 
change was noted during hospitalization. Death 
occurred January 14, 1946 at the age of 21 from 
bronchopneumonia. 

The patient here described, a male, seventh in 
line of birth, had a negative history up to the age of 
7 years. Infancy and childhood were normal and 
school was started at the age of 6 years with little 
difficulty. At the age of 7 years, apparently follow- 
ing a head trauma about which little information 
was available, the patient showed some change in 
behavior, became noisy and aggressive, refused to 
attend school, showed bad temper and apparent 
inability to learn. At 9 years of age he was com- 
mitted to an institution for mental defectives where 
he remained 3 years, showing some improvement 
in both behavior and learning ability. He was 
discharged home and shortly after entered an in- 
dustrial training class where he was reported to 
be “interested, industrious but obviously of defec- 
tive intelligence.” 

At the age of 13 years, in 1927, he was ad- 
mitted to Letchworth Village. He was a well- 
developed and well-nourished individual showing no 
physical defect of any kind. Neurological examina- 
tion was negative. Routine laboratory tests includ- 
ing urine, blood, and spinal fluid were repeatedly 
negative. Psychometric examination showed an 
IQ of 24. The patient was placed in a cottage 
where he was of considerable help in the routine 
cleaning of the building. 

Two years later, spasticity of the lower extremi- 
ties and overactivity of the deep reflexes became 
apparent. The sign of Gordon was positive on the 
left side. A certain degree of intellectual deteriora- 
tion was noted at this time. Five years after ad- 
mission the IQ had dropped to 14. He was still 
able to do some simple work in the cottage and 
never showed any impairment of vision or epileptic 
seizures. However, spasticity increased and at about 
30 years of age he was unable to walk or stand 
unassisted. Neurological examination showed spas- 
tic tetraparesis with increased deep reflexes and 
bilateral pyramidal signs. There were tremors of 
outstretched hand but no other adventitious move- 
ments. Cranial nerves were intact and fundi ex- 
amination negative. 

During the last 2 years he became completely 
helpless, was bedridden, incontinent of feces and 
urine, extremely spastic and functioning on a 
low-grade-idiot level. Considerable loss of weight 
had taken place, in spite of normal food ingestion, 
and the patient appeared much older than his age. 


Death occurred at the age of 35 years from broncho- 
pneumonia. 


PATHOLOGICAL FINDINGS 


The autopsy was performed 14 hours after 
death. The thoracic and abdominal organs 
showed nothing of significance except a con- 
genital anomaly of the left kidney, which 
was very small, weighing 28 gm. Liver and 
spleen were within normal volume and 
weight and showed microscopically no ab- 
normal storage of lipids. 

The brain weighed only 760 gm and 
showed on external examination a marked 
cortical atrophy extending throughout all 
lobes (Fig. 1). Cerebellum, pons, and spinal 
cord appeared grossly normal. On the cut 
surface of the brain, the white matter of the 
hemisphere was notably reduced in volume 
and the lateral ventricles were larger than 
normal. 

Histological examination was performed 
using Nissl, Bodian, and Bielschowsky’s 
methods for nerve cells; Spielmeyer and 
Weigert’s stains for myelin; Cajal, Hortega, 
and Mallory’s methods for glia; and the 
various stains for lipid material. 

The most striking alterations were found 
with the methods for lipids. Almost every 
nerve cell within the central nervous system 
contained a large amount of stainable granu- 
lar material that filled the whole cytoplasm 
(Fig. 2a). The material stained yellowish 
red with Sudan III and Scarlet R, dark 
brown with osmic acid, deep blue with Sudan 
Black, bluish with Nile blue, irregularly 
brown with the Anderson modification of 
Kultschitsky-Pal’s method(3), intense vio- 
let with Feyrter’s method(4), and gave posi- 
tive Schiff reaction following periodic acid 
treatment as described by McManus(s). 
The granules were insoluble in cold acetone, 
ether, xylol, dioxane, and pyridine after im- 
mersion for 15 minutes in each solvent but 
dissolved in a hot solution of equal parts of 
chloroform and methanol. 

The ubiquitous distribution of this lipid 
cellular infiltration was the characteristic 
feature of the pathological picture. In the 
cerebral cortex all pyramidal cells were in- 
filtrated, and lipid granules were often found 
in the basal dendrite, conferring to the mi- 
croscopic field a peculiar striate aspect. The 
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;. I—External view of the brain showing cortical atrophy. 
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Fic. 2.—Pyramidal cells of the cerebral cortex 
a. Sudan black stain showing stainable granular material filling the cytoplasm 
b. and c. Bodian’s stain showing moderate swelling and distortion of the cellular body with 
peripheral displacement of neurofibrils. 


Fic. 3.—Pyramidal cells of the cerebral cortex showing extreme swelling and distortion of the 
cellular body. Nissl’s stain. High power 
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Fic. 4.—Cerebral cortex. Low power. Nissl’s stain. 


a. Diffuse destruction of neurons. 
b. Cellular destruction involving the pyramidal layers. 
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cells of the basal ganglia and thalamus were 
likewise infiltrated. In the cerebellum, the 
cells of the dentate nuclei were filled with 
lipid granules while the Purkinje cells 
showed scanty infiltration. No lipid deposit 
in the dendrites of Purkinje cells was ob- 
served. With Scarlet R the cells of the sub- 
stantia nigra showed abundant granuli deeply 
orange in color. The neurons of the mid- 
brain, medulla, and spinal cord contained also 
large amounts of lipids. 

With cellular stains, the infiltrated cells 
were often distended and distorted. In 
Nissl’s stain, the cytoplasm contained few, if 
any, Nissl bodies, was swollen in shape, and 
the nucleus was displaced to one corner of 
the cellular body (Fig. 3); with Bodian’s 
method the neurofibrils were observed to col- 
lect in clusters at the periphery of the dis- 
torted cell (Fig. 2b,c). Great variability was 
noted in the degree and distribution of dis- 
tension and distortion of the cellular bodies. 
In some cortical regions swollen cells as il- 
lustrated in Figs. 2 and 3 were many in num- 
ber, in other regions scanty or absent. The 
deep cortical layers, which as a rule contained 
a much larger number of neurons than the 
superficial ones, showed also a larger number 
of swollen distorted cells. In areas of much 
neurocellular destruction, swelling was rare. 
No distension was apparent in the basal gan- 
glia or thalamus. In fact, outside the cere- 
bral cortex, only the cells of the bulbar olives 
and the dentate nuclei showed a certain 
amount of swelling. 

In addition to these alterations, conspicu- 
ous destruction of nerve cells was observed 
throughout the various cortical fields, result- 
ing in marked disturbance of cytoarchitec- 
tural structure. Fields were noted in which 
only a few neurons remained ; in other fields 
the superficial layers were much more in- 
volved than the deep ones. In the granular 
cortex, the layer of granules were often bet- 
ter preserved than the pyramidal layers, con- 
ferring to the section a characteristic aspect 
illustrated in Fig. 4. 

Although extensive cellular destruction 
was present in all cortical areas examined, 
considerable variations in the degree and dis- 
tribution of the lesions were observed from 
section to section. The neuroglia showed 
evidence of active proliferation in the cortical 


areas. Numerous and larger than normal as- 
trocytes were seen in the Cajal’s preparation. 
These, when stained with Hortega’s silver 
method, exhibited numerous and abnormally 
long dendrites. A small amount of granular 
material resembling that found in the nerve 
cells was occasionally present within the neu- 
roglia cytoplasm. Microglia as seen in the 
Hortega’s preparations showed no significant 
activity. Oligoglia was acutely swollen. The 
cortical blood vessels were intact. No senile 
plaques were observed in the cortex nor 
abnormal deposits of calcium. 

The white matter of the hemispheres, al- 
though considerably reduced in volume, 
showed no significant alteration. The glia 
nuclei were crowded together presumably as 
a result of reduction in volume but there was 
no demyelination and no accumulation of 
lipids in the tissue or in the perivascular 
space. 

Basal ganglia and thalamus showed much 
less cellular destruction than the cerebral 
cortex. Weigert’s sections through the basal 
ganglia and thalami showed no apparent ab- 
normalities. Calcium and iron increase in the 
basal ganglia was not observed. 

The optic nerves and tracts were normally 
myelinated. 

The cerebellum showed little cellular de- 
struction with the Nissl’s stain. The various 
layers were of normal size. In silver prep- 
arations, alterations of Purkinje cells and 
dendrites that are so characteristic of juvenile 
amaurotic idiocy were not observed. 


CoMMENT 


The pathological findings here described 
leave no doubt as to the classification of the 
case into the group of so-called amaurotic 
idiocies, the characteristic cellular distension 
and infiltration with lipid material being the 
outstanding feature. 

That this patient was not affected by gar- 
goylism is indicated by the absence of facial 
disfiguration, corneal opacities, hepatome- 
galy, and disostotic manifestations. Special 
attention was paid, in fact, to the investiga- 
tion of the osseous system since atypical 
forms of gargoylism occur not infrequently 
(6) but no abnormalities were found in 
roentgenologic examination of skull, spine, 
and limbs. 


| 


412 


FAMILIAL IDIOCY DUE TO NEURONAL 


LIPIDOSIS 


Dec. 


1950. 


The onset at the age of 7 years would 
make this case an instance of juvenile amau- 
rotic idiocy, a condition that, as well known, 
is characterized by onset in the second half 
of the first decade of life, progressive blind- 
ness with mental deterioration, epilepsy, and 
death before the twentieth year. However, 
in the present case other clinical features, 
1.€., very slow course, absence of ocular 
manifestations and of epileptic attacks, age 
of death at 35 years, are not those of juvenile 
amaurotic idiocy. Moreover, the pathological 
lesions, although similar to those seen in 
juvenile amaurotic idiocy, showed signifi- 
cant differences when compared with cases 
previously described(7). Coloring of intra- 
cellular granular deposits by Scarlet R was 
much more intense, cellular swelling less dif- 
fuse, neuronal destruction much more pro- 
nounced, reaction of the macroglia more ac- 
tive and, finally, peculiar changes of the cere- 
bellum absent. 

Both clinical and pathologic features in the 
present case are similar to those described in 
the adult form of amaurotic idiocy. Few in- 
stances of this disease have been reported. 


The first case described by Kufs(1a), a woman 
of defective intelligence, showed psychotic mani- 
festations at the age of 25 years when loss of 
interest, memory impairment, and alteration of 
content of thought were noted. The condition 
grew progressively worse over a period of some 
6 years, developing into a demential status that then 
remained stationary for some years. Neurological 
signs characterized mainly by incoordination ap- 
peared only at 36 years of age, and 2 years later, 
following rapid mental and physical deterioration, 
the patient died. At no time were ocular changes 
observed but the father of the patient suffered from 
retinitis pigmentosa. A brother of the patient de- 
veloped normally up to the age of 16 years. Then 
psychotic manifestations appeared followed by men- 
tal deterioration and, later, by ataxia and tremors. 
This patient was still living at the age of 30 years. 

In a second patient described by Kufs(1b) the 
onset with psychotic manifestations of the organic 
type was at 42 years of age. The symptomatology 
was that of a presenile dementia, 1.¢e., slowly pro- 
gressive intellectual deterioration, dysarthria, dys- 
graphia, memory impairment and, later, muscular 
hypertonicity and tremors. Death occurred at the 
age of 59 years when the patient had reached a 
condition of extreme dementia. 

An additional case was reported by Meyer(2). 
The patient, a woman, showed the first symptoms 
at the age of 18 years with loss of interest, apathy, 
and intellectual impairment. Dysarthria appeared 


shortly after and mental deterioration slowly pro- 
gressed. Generalized muscular rigidity and diffuse 


tremors were observed earlier in the course of the 
disease than in the other patients and soon domi- 
nated the clinical picture, simulating a pseudo- 
sclerosis. Death ensued at 26 years of age, 8 years 
alter onset. 

Another case is mentioned by Adie(8) but no 
clinical or pathological details are described. The 
condition began at the age of 26 years and death 
followed 12 years later. 

In all these cases, the pathological lesions 
consisted of neuronal swelling and lipid in- 
filtration unevenly distributed throughout the 
cerebral cortex while other areas of the cen- 
tral nervous system were relatively less 
altered. 

On the basis of these few cases, the char- 
acteristic clinical features of late amaurotic 
idiocy are, apparently, late onset, death in the 
adult age, slow course, absence of ocular 
signs and of epilepsy. In the present case, all 
these clinical features are present but the age 
of onset. The patient was mentally defective 
since the age of 7 years, although evidence of 
deterioration appeared much later at 15 years 
of age. It should be noted, however, that in 
Kuf’s first case some mental retardation was 
present since childhood. Walter(g) has re- 
ported a case very similar to the present. 
The patient, apparently defective since child- 
hood, was admitted to a mental hospital at 21 
years of age because of progressive mental 
deterioration and excitement. No ocular 
changes and no epilepsy were noted. Death 
ensued at the age of 23 years from tubercu- 
losis. The pathological lesions, as in the case 
here described, were most pronounced in the 
cerebral cortex and quite uneven in distribu- 
tion. The patient had two defective sibs aged 
24 and 29 years respectively, who presuma- 
bly suffered from the same condition. 

It seems clear that the late type of amau- 
rotic idiocy is less clearly defined clinically 
than either the infantile or the juvenile types. 
As a matter of fact, the symptomatology is 
so scanty and the age of onset so variable 
that a clinical diagnosis is impossible at the 
present stage of our knowledge of the dis 
ease. It should be noted that even in the 
infantile and juvenile types of amaurotic 
idiocy, which are among the most clear-cut 
entities as far as symptoms and course are 
concerned, some overlapping is occasionally 
observed. Thus, the cherry spot character: 
istic of the infantile form has been observed 
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in a case of the juvenile type(10); both 
forms have occurred in the same family(11) ; 
and finally, as in the cases described by Behr 
(12) and Rogalsky(13), the juvenile type 
may have a longer course than commonly 
observed. 

There seems to be little doubt that all these 
forms are related, differing presumably only 
in the chemical constitution of the lipid in- 
volved. The term “neuronal lipidosis” sug- 
gested recently by Bird(14) appears more 
appropriate than amaurotic idiocies since am- 
aurosis may be lacking and idiocy is not ap- 
parent but rather dementia, in the late forms 
of the disease. 

The exact pathological mechanism by 
which the changes in the nerve cells come 
about is still unknown. Obviously, the first 
step in clarifying the problem consists of the 
chemical identification of the lipid substance 
in the neuron cells ; the normal metabolism of 
the identified product should then be investi- 
gated and, finally, the possible deviations 
from normal metabolism should be studied 
together with their causes and mechanisms. 
Identification of the lipid involved has 
been accomplished thus far in infantile am- 
aurotic idiocy(15), Nieman-Pick’s(16), and 
Gaucher’s disease(17) but not yet in juvenile 
or adult amaurotic idiocy or in gargoylism. 
However, the normal metabolism of the 
lipids identified is still obscure and nothing is 
known about the causes of its deviations. 

Although the nature of the metabolic al- 
teration is unknown, its occurrence as a fa- 
milial trait is obvious in every form of neu- 
ronal lipidosis including the late form of 
“amaurotic idiocy” here described. In the 
present family, 4 of 12 sibs were affected, in 
Walter’s family 3 sibs, in Kuf’s first patient 
2 sibs, while no family data are given in 
Meyer’s case. The number of patients af- 
fected with late amaurotic idiocy is still too 
small to determine the exact genetic mechan- 
ism of the disease, but it is probable that a 
rare single autosomal recessive gene is re- 
sponsible for the condition as it has been 
established in the other forms of amaurotic 
idiocy(18) and in gargoylism(6). 


SUMMARY 


The case of a patient is described who 
showed slowly progressive mental deteriora- 


tion with generalized muscular spasticity. 
No ocular manifestations were observed at 
any time. Death occurred at the age of 35 
years. The patient was the seventh in a sib- 
ship of 12, 4 members of which were simi- 
larly affected. 

At pathologic examination, the character- 
istic picture of a ubiquitous neuronal lipidosis 
was found. 

The case is considered to be an instance of 
so-called late amaurotic idiocy. 

The main features of the disease are 
briefly discussed. 
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COMPARATIVE RESULTS IN SEIZURE CONTROL USING 
PHENOBARBITAL, DILANTIN, AND MESANTOIN * 


D. B. RUSKIN, M.D., Sactnaw, Micu. 


There will be no attempt made here to 
review the history of anticonvulsant medica- 
tion. We are all aware that each new drug 
has been presented in the literature as being 
effective in a greater or lesser percentage of 
patients to whom the drug was adminis- 
tered. In a few such reports one or more 
patients with a history of no previous medi- 
cation were included. Obviously, the effect 
of one drug cannot be properly compared 
to that of another unless they are admin- 
istered under similar conditions. To the 
writer’s knowledge no one has, in recent 
years, compared the anticonvulsant effect of 
various drugs in previously untreated cases. 

In an attempt to obtain a group of patients 
suitable for the study of comparative anti- 
convulsant effects of various drugs, a review 
was made of all medication and seizure rec- 
ords at the Caro State Hospital. 

Since 1938, the hospital has maintained a 
uniform record system of seizures and anti- 
convulsant medication. As a result, our 
records during the interval since 1938 would 
be applicable in comparing seizure incidence 
and medication for any interval from that 
time to the present day. Including the pa- 
tients in residence on January I, 1938, but 
excluding all patients seen in our outpatient 
service, there were 2,334 patients examined 
and treated between January I, 1938, and 
January 1, 1948. In addition to those 
already on some form of anticonvulsant 
medication there were 5,410 additional phy- 
sicians’ orders written for anticonvulsant 
medication during the 10-year interval. 
Many of the single orders provided for 2 
or more periodic increases or decreases in 
dosage. These orders, in the main, involved 
such drugs as bromides, phenobarbital, and 
Dilantin, although in the later years such 
other drugs as glutamic acid, Tridione, 


1 Read in the Section on Convulsive Disorders at 
the 106th annual meeting of The American Psy- 
chiatric Association, Detroit, Mich., May 1-5, 1950. 

From the Caro State Hospital, Caro, Mich., 
Willard W. Dickerson, M.D., Superintendent. 


Mesantoin, Paradione, Gemonal, and Phe- 
nurone were added. Thirty-six patients after 
trying several drugs had to permanently dis- 
continue each drug tried because of adverse 
side-effects or exacerbation of seizure fre- 
quency. 

On January 1, 1948, of the 1,238 patients 
in the hospital, 1,049 were receiving anti- 
convulsant medication. One hundred and 
eighty-nine patients in the hospital on Jan- 
uary 1, 1948, had received no anticonvulsant 
medication for the duration of their resi- 
dence. These patients’ records were further 
studied, and as a result, 66 patients were 
eliminated from the group because their 
residence was less than 6 months and their 
seizure record was not adequate for com- 
parative study. The remaining 123 patients 
had been hospitalized for periods of 6 
months to 32 years and a complete day-to-day 
seizure record was available for each patient. 
Many of these 123 patients encountered only 
an occasional seizure per month or year 
and these were eliminated from the study 
group. We arbitrarily determined to elimi- 
nate those whose seizure records revealed less 
than IO seizures a year or whose seizures 
were so grouped as to allow more than 4 con- 
secutive seizure-free months, regardless of 
the annual total. We thus were able to begin 
with a study group of 53 patients represent- 
ing a total of 3,015 seizures for the year 
1947. 

These 53 patients were of all ages, both 
sexes, varying in intelligence and perform- 
ance. All presented grand mal seizures. For 
this reason only those drugs with which we 
had experienced significant success in treat- 
ment of grand mal epilepsy—phenobarbital, 
Dilantin, and Mesantoin—were used. The 
group was divided into 3 parts, of 18 patients 
in 2 subgroups and 17 patients in the third. 
The first subgroup represented a total of 
1,005 seizures during 1947. The second 
subgroup represented 1,007 seizures, and 
the third subgroup 1,003 seizures for the 
same year. Assignment of each specific 
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patient to a particular subgroup was based 
solely upon successfully balancing individual 
seizure records between individuals and 
subgroups. 

The months of January and February of 
1948 were used for prestudy observation 
and premedication examination including 
laboratory studies. It was also hoped that 
this extra attention would counterbalance 
any later beneficial psychological effects re- 
sulting from the special attention involved 
in medication studies. 

At the beginning it was decided to start 
each subgroup on one of the above-mentioned 
drugs and to change the prescribed medicine 
only if the original was not effective or if 
it produced toxic side-effects. Our experi- 
ence, in the past, has led us to believe that, in 
the usual case, if a patient showed no re- 
sponse to 4 grain of phenobarbital 3 times 
daily, we could seldom expect results from a 
materially higher dosage. Similarly 14 grains 
of Dilantin 3 times daily and 3 grains of 
Mesantoin 3 times daily were proved to be 
the usual maximum dose for successful 
control of seizures without side-effects. Be- 
cause the care required in the early adminis- 
tration of Mesantoin, in each individual 
patient, made it necessary to begin Mesantoin 
medication in small doses, and to increase 
the dose gradually, the other 2 drugs were 
treated similarly at the beginning of the 
study. For convenience of reference the 
subgroups have been identified as Groups 
P, D, and M according to which drug was 
first administered to each patient in that 
subgroup. 

The 1947 monthly averages for each pa- 
tient were totaled. This group total of indi- 
vidual averages is represented at the be- 
ginning of the curve on Fig. 1. The re- 
mainder of this curve represents the monthly 
total of seizures for the whole group. It 
will be noted that in general there is an early 
marked drop in monthly total of seizures and 
this is followed by a continuing, more grad- 
ual drop in number of seizures, per month, 
for the group. A marked rise, occurring in 
March and April of 1949, was the result of 
abruptly discontinuing Mesantoin in Case 3 
and Dilantin in Case 20. This was made 
necessary when both patients developed a 
severe anemia while respectively receiving 


the above-mentioned drugs. Case 3 had 118 
seizures and Case 20 had 164 seizures in 
March. Case 3 also had 149 seizures in 
April. 

To obtain a more representative curve of 
monthly seizure totals, we must take into 
consideration what has happened to a num- 
ber of patients originally included in each of 
the 3 subgroups. 


Curve 1—Monthly total of seizures of the whole 
study group 

Curve 2—Monthly total of seizures of the study 
group less those patients who were not followed 
throughout the full two years of study, and less the 
occasional high monthly total of a few individuals 
who experienced a severe seizure reaction on the 
sudden withdrawal of a drug due to toxic reactions 
to that drug. 

2, Ce —Total of all monthly averages of the 
group for the year 1947. 

M, A, M, J, etc—March, April, May, June, etc., 
1948 and 1940. 


Case 2 was transferred to another hospi- 
tal for the treatment of pulmonary tubercu- 
losis in August of 1948 and did not return 
for one year. When away, his medica- 
tion had been changed. Case 4, though pres- 
ent for one year after the beginning of the 
study and showing marked improvement 
with phenobarbital, died in bed in January, 
1949. Case 13 refused any medication after 
September of 1948. Case 17 confused her 
seizure record by experiencing what were 
reported as seizures but were later inter- 
preted as “fits” of masturbation, during 
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which she was fully conscious and which 
practice she could immediately stop on being 
spoken to. Case 22 died of cardiac pa- 
thology in November of 1948. Case 23 had 
25 seizures in July of 1948 when Mesantoin 
was suddenly withdrawn because of toxic 


Excluding the above-mentioned cases from 
the total of the 1947 monthly averages, and 
from the monthly totals of 1948 and 1949 
for the whole group, and excluding the 
above-mentioned individual showers of sei- 
zures resulting from sudden withdrawal of 
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Fic. 2.—Medication and reactions for each patient in Group P for 24-month period. 


— Phenobarbital 


— Dilantin 
jJ—Mesantoin 


and Mesantoin 
()}—Dilantin and Mesantoin 
and Dilantin 


= — Phenobarbital, Dilantin, and Mesantoin 


reactions to the drug. Case 24 had 16, 9, 
and 14 seizures in November and December 
of 1949 and January, 1950, when Mestantoin 
was unintentionally and suddenly withdrawn, 
owing to a confusion of the records when 
the patient was moved from one building 
to another. Case 32 was paroled on June 25, 
1949, after responding favorably to Mesan- 
toin. Case 36 died in December, 1949, after 
experiencing a good but incomplete control 
of seizures from Mesantoin. Case 46 died 
just after the study began. Cause of death 
in this case was perforation of lower bowel 
due to foreign body. 
2 


one or more drugs, we obtain the second 
curve of Fig. I. 

Reference to Figs. 2, 3, and 4 will indicate 
the experiences of each individual patient 
of the 3 subgroups. All 53 patients are in- 
cluded in these figures since we wish here 
merely to present at a glance the general 
idea of the changes of medication that the 
individual patient underwent in an attempt 
to control his seizures. These figures demon- 
strate the toxic reactions and the drug in- 
volved, in each case. Thus, in Fig. 2, Case 3 
developed an anemia; Case 11 developed 
a marked eosinophilia; Case 14 became 
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“dopey”; and Case 16 developed an ataxia 
from Mesantoin. Case 16 also, earlier, de- 
veloped a severe anorexia with Dilantin. 
Case 7 developed anorexia and general lassi- 
In Fig. 3, 


tude when receiving all 3 drugs. 


tin and Mesantoin although these patients 
tolerated either drug given separately. In 
Fig. 4, Case 37 developed a bullous rash; 
Case 38 became stuporous; Case 41 became 
ataxic; Case 42 suffered weight loss; Cases 
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Fic. 3.—Medication and reactions for each 


— Phenobarbital 
— Dilantin 


MAM J J A S 
patient in Group D for 24-month period. 


-Phenobarbital and Mesantoin 


-Dilantin and Mesantoin 


E= —Phenobarbital, Dilantin, and 


Case 18 developed a mental disturbance ; 
Case 19, a rash; Case 20, an anemia; Case 
21, hypertrophied gums; Cases 23 and 26, 
anorexia with Dilantin; both Cases 23 and 
26 also developed anorexia with Mesantoin 
and Case 23 developed a rash with the latter 
drug; Case 32 became mentally disturbed 
and Case 34 was described as “stupid” 


when taking Mesantoin. Case 32 responded 
favorably to merely a reduction in dosage. 
Case 28 developed a temporary physical de- 
terioration, and Case 29 developed ataxia 
with a combination of phenobarbital, Dilan- 


43, 48, and 50 developed a rash; Case 49 
developed a hypertonicity and physical de- 
terioration and Case 52 appeared to regress 
mentally. This patient became untidy and 
began to drool. Case 45 developed a silly 
behavior that responded favorably to reduc- 
tion of dosage. Case 53 developed a general 
lassitude and anorexia. All these reactions 
developed while these patients were receiv- 
ing Mesantoin. Case 43, mentioned above, 
also developed a rash while receiving Di- 
lantin. Case 52, mentioned above, had some 
relief from the apparent mental regression 
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when medication was changed from Mesan- 
toin to Dilantin. However, this relief was 
incomplete. Case 53, mentioned above, con- 
tinued to experience anorexia and cried con- 
stantly while receiving Dilantin. Case 44 
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Table 1 indicates the final prescribed drug 
or drugs for the patients, by subgroup and 
by total. It will be noted that, for the 45 
patients present at the end of the 2-year 
study, phenobarbital has been the final drug 
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became “dopey” when receiving a combina- of choice for as many patients as the total 


tion of phenobarbital, Dilantin, and Mesan- 
toin after tolerating each drug separately. 
To summarize, 19 patients experienced 
toxic reactions from Mesantoin; 9 patients 
experienced toxic reactions from Dilantin. 
In only 5 of the 17 patients was there a reac- 
tion to both Mesantoin and Dilantin taken 
separately. Three patients tolerated either 
drug separately but experienced a toxic reac- 
tion when receiving them in combination. No 
patient in the whole group experienced the 
slightest toxic reaction from phenobarbital. 


of patients receiving either Dilantin or 
Mesantoin. It can also be noted that by 
using Dilantin to supplement the pheno- 
barbital, the number of patients controlled 
by phenobarbital or phenobarbital and Di- 
lantin is about 65% of the total. By adding 
Mesantoin as a supplement to phenobarbital 
we can increase this number to about 75% 
of the total group, leaving only 25% of the 
group that is benefited by Dilantin alone, 
Mesantoin alone, and a combination of 
phenobarbital, Dilantin, and Mesantoin. All 
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3 drugs used individually or in combination 
have resulted in improvement of the seizure 
record of all but 4 of the original group of 
53 patients. These 4 accounted for 39 of the 
January, 1950, total of 75 seizures and 29 
of the total of 61 seizures in February, 1950. 
These results are in keeping with our ex- 
periences among our general hospital popula- 
tion. The effective anticonvulsant action, 
without toxic side-effects, of Mesantoin taken 
alone is approximately double that of Di- 
lantin taken alone; whereas, Mesantoin as 
a supplement to phenobarbital is approxi- 


in the past. The toxic reactions, though re- 
ported, are often glossed over as if they were 
not of serious consideration. If the temporal 
order of introduction of the 3 discussed 
drugs were reversed, we can well imagine 
the resultant enthusiasm of workers and the 
press. Phenobarbital would surely be her- 
alded as the drug of drugs that is practically 
nontoxic and that at the same time controls 
the seizures of as many patients as the other 
2 drugs. Dilantin and Mesantoin each has 
a useful function in the control of convul- 
sions but only as a supplement and occa- 


TABLE 1 


THe NuMBER OF PATIENTS FROM EACH SUBGROUP, AND FROM THE GROUP AS A WHOLE, THAT 
WERE RECEIVING THE MEDICATION INDICATED ABOVE AT THE END OF THE 
2-YEAR Stupy PERIOD 


Original Phenobarbital Dilantin 
groups 

(corrected) No. % No. % 
6 37.5 Oo 

domes II 24.4 3 6.6 


mately 4 as effective as Dilantin used in the 
same manner. Mesantoin, however, has 
proved, in this study, to be twice as toxic 
as Dilantin. 


SUMMARY 


Phenobarbital is still the most effective 
anticonvulsant in treatment of grand mal 
epilepsy. Phenobarbital, if incompletely ef- 
fective, when used alone, is still more effec- 
tive when supplemented with either Dilantin 
or Mesantoin than any single drug used 
alone or in other combination. Using a sup- 
plemental drug when indicated doubles the 
number of patients that respond to pheno- 
barbital. Maintaining a reasonable dosage 
results, in this study, in complete absence of 
toxic effects from phenobarbital. 

Mesantoin is twice as effective as Dilantin 
as an anticonvulsant but is twice as toxic. 


CONCLUSION 


The advent of each new drug that proves 
effective in hitherto uncontrolled cases of 
grand mal epilepsy is heralded by the press 
and others as the wonder drug that promises 
more than any drug we have had available 


Phenobarbital Phenobarbital Phenobarital, 


and and Dilantin, and 
Mesantoin Dilantin Mesantoin Mesantoin 
No. % No. % No. N No. % 
I 7.7 5 38.4 2 15.4 2 15.4 
2 12.5 8 50.0 
4 25.0 2 125 
7 15.5 18 40.0 4 8.8 2 4.4 


sionally as a substitute in the unusual case 
not responsive to phenobarbital medication. 
It behooves us all to continue unremittingly 
our search for better methods of aiding this 
type of patient but our expressed enthusiasm 
in reporting our results should be tempered 
by the knowledge that to date we have not 
presented a single drug for grand mal epi- 
lepsy that can be considered more than a 
supplement, and occasionally a_ substitute 
for phenobarbital, which has remained the 
drug of choice since its advent in 1912. 


DISCUSSION 


Dr. GLENN J. DootittLe (Sonyia, N. Y.).—Dr. 
Ruskin is to be congratulated on the paper we have 
just heard: First, he has reported on a series of 
previously medically untreated cases, something 
most unusual, as nearly all cases of convulsive dis- 
order entering our institution are on I to 3 phar- 
maceutical preparations when they are admitted. 
Second, he has frankly brought out the toxic mani- 
festations of Dilantin and Mesantoin, and they do 
have toxic reactions, the lay press to the contrary 
notwithstanding. The raising of false hopes is 
never justified. 

In a rather extensive article in the April 1949 
issue of THE AMERICAN JOURNAL OF PSYCHIATRY, 
Vol. 105, No. 10, Dr. Russell N. DeJong has gone 
over these three drugs as well as some others in a 
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very thorough manner. He states, “Dilantin does 
have certain toxic effects, especially in sensitive in- 
dividuals. A fair percentage of patients develop a 
gingival hypertrophy quite similar to that seen in 
scurvy.” Quoting further, “Mesantoin does appear 
to be a somewhat less potent anticonvulsant than 
Dilantin.” He feels that the side reactions are less 
frequent and larger doses can be tolerated. We 
have found many cases under Dilantin therapy that 
gave some undesirable side reactions such as hyper- 
trophy of the gums, vertigo, and respiratory dis- 
tress. With Mesantoin, we have had to stop this 
drug in quite a number of patients, due to various 
side reactions, one in particular, that of mild to 
severe mental excitement. General practitioners 
have come to me complaining of these toxic reac- 
tions in Dilantin and Mesantoin, and I have sug- 
gested their elimination and the substitution of 
phenobarbital. Of a total of 20 cases picked at ran- 
dom from one division under phenobarbital treat- 
ment, we find 8 patients who are seizure-free. On 
Dilantin alone, of 20 cases, we find only 1 sei- 
zure-free. On phenobarbital and Mesantoin, of 
about 14 cases, we find only 1 seizure-free, and 
7 patients had to be removed from this drug 
because of untoward side effects. I personally like 


phenobarbital combined with about one-half the 
dose of caffeine citrate. I do not know why or 
how it works, but I feel that it has a beneficial 
effect when added to phenobarbital, particularly 
in petit mal manifestations, along with grand 
mal seizures. Our dosage of phenobarbital is a 
little different from Dr. Ruskin’s, inasmuch as 
we give 14 grains once or twice a day, depend- 
ing on the time most seizures occur. It is not 
uncommon for us to have patients admitted who 
are getting 14 grains of phenobarbital 3 times 
a day and from 3 to 6 Dilantin capsules per day. 
We usually reduce this dosage of both drugs and 
feel that we get better results than under such heavy 
dosage. 

I have lived through the bromide, crotalin, brain 
surgery, epileptic bacillus, and ovarian snatching 
treatments for epilepsy, on down through pheno- 
barbital, Dilantin, Mesantoin, Tridione, delvinal so- 
dium, and glutamic acid. I think that epileptologists 
are still looking for the perfect drug and I feel 
that our nearest approach to it, at the present time, 
is phenobarbital, although it is far from perfect. 
I believe that Dilantin and Mesantoin can aid us 
in reducing attacks in a certain percentage of 
cases if used with phenobarbital. 
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GROUP THERAPY FOR EPILEPTICS * 
GUY C. RANDALL, M.D., anv WILL C. ROGERS, Pu. D. 


San Antonio, Texas 


Since March 1948, statistics of the Mental 
Hygiene Clinic at the San Antonio Regional 
Office of the Veterans Administration have 
revealed a total of over 100 epileptics who 
have presented themselves for treatment. 
The large number of epileptics seeking 
treatment became apparent when the clinic 
was relatively new and professional person- 
nel was limited ; this deficiency, however, did 
not reduce the problem that the epileptic 
group presented. Fifty percent of these 
patients were Latin-Americans who had no 
understanding of a convulsive disorder. 
They were filled with superstitions concern- 
ing the disease; facts were distorted; many 
depended upon herbs and magic charms as 
remedial measures. They were anxious, 
often depressed, antagonistic, poorly con- 
trolled emotionally, and many had developed 
paranoid trends; they were vocationally un- 
stable, responded poorly to training outlined 
by the Rehabilitation Division, and often 
sought refuge in alcohol. 

Realizing the emergency and at the same 
time the impossibility of giving individual 
therapy to each epileptic, with all the other 
clinical entities that required examination 
and treatment, the psychiatrist and psychol- 
ogist screened all such patients, placing them 
into the following divisions for therapy: 


1. Those requiring individual therapy. 

2. Those selected for group therapy: 

(A) Epileptic patients with good prog- 
nosis for convulsive, social, and 
economic adjustment. 

(B) Idiopathic epileptics whose prog- 
nosis is poor. 

(C) Symptomatic epileptics (majority 
secondary to trauma) making 
poor adjustments. 

1 Read at.the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

Reviewed in the Veterans Administration and 
published with the approval of the Chief Medical 
Director. The statements and conclusions published 
by the authors are a result of their own study and 
do not necessarily reflect the opinion or policy of 
the Veterans Administration. 
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At the same time through the use of a se- 
lected psychological battery (Wechsler-Belle- 
vue Intelligence Scale, Bender Gestalt Con- 
cept Test, Thematic Apperception Test, 
Rorschach, Sentence Completion, and Finger 
Painting) criteria were established for the 
placement of the patient in one of the above 
listed groups and for the prediction of his 
prognosis in group therapy. 


PURPOSE 


The psychological screening for group and 
individual therapy had a varied and diver- 
sified aim: First, owing to the reticence and 
superstitions of many Latin-Americans of 
the lower strata, rapport with an individual 
therapist is difficult, whereas this same ret- 
icence is overcome and an esprit de corps 
developed when the patient is placed in a 
selected group, Second, patients with malad- 
justed personality configurations destroy the 
harmony of group sessions while others with- 
draw from an active participation, Third, 
homogeneity of selection facilitates ventila- 
tion of emotional problems, which is inhibited 
where inadequate rapport is established. 
Fourth, psychological evaluation determines 
the depth of therapy, both individual and 
group, from which the patient can profit; it 
affords the opportunity to isolate for indi- 
vidual therapy those patients with personality 
conflicts that aggravate their condition ; it de- 
termines the common areas of stress to be 
handled in group therapy ; it reveals psycho- 
logical and personality changes associated 
with most epileptic states, enabling the ther- 
apist to prepare the patient for, and assist 
him in adjusting to, these changes; it pro- 
vides for the establishment of criteria for 
the placement of future epileptics in group 
and individual therapy. Finally, the psy- 
chological screening prevents a random waste 
of the therapist’s time and energy by afford- 
ing him an initial understanding of the group, 
or of the individual, and assists him in pre- 
paring his therapy sessions in advance of the 
meeting. 
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PROCEDURE 


This study is comprised of 100 epileptics, 
all of whom were originally given individual 
therapy. Following the establishment of psy- 
chological criteria for placement, 58 idio- 
pathic and 16 traumatic epileptics were as- 
signed to group therapy; the remaining 20 
idiopathics and 6 traumatics were continued 
in individual therapy. The patients for group 
therapy were divided into units of 15, and 
assigned to a specific group. The first half 
of the first few sessions was spent as an 
orientation period in which the following 
material was discussed: (1) the meaning 
and types of epilepsy, (2) clarification of 
prevailing misconceptions of the disorder, 
(3) causes of epilepsy, (4) treatment for 
the various types, (5) personality changes 
that often accompany the disorder, and 
(6) external stress that precipitates seizures. 
The second half of the first few sessions 
was spent in discussing the material pre- 
sented during the first half of the sessions. 
ach session was attended by the psy- 
chiatrist and the neurologist, who encour- 
aged and directed the patients’ participation 
in the discussion, Progress during these first 
few meetings was satisfactory. At the end 
of each discussion period the mediators were 
available to answer questions stimulated by 
the discussion, 

The group sessions were scheduled to meet 
once a week. After a few weeks, it became 
obvious that the patients were taking the di- 
rectors over, and that the sessions were ex- 
tending over the allotted or planned time be- 
cause the patients were introducing their own 
problems and initiating the discussions. Ad- 
ditional directive personnel was secured by 
incorporating the social service worker and 
the psychologist. Each session produced new 
interest and added patient participation. The 
following questions are indicative of the ma- 
terials discussed in the sessions that fol- 
lowed: Why do certain patients respond to 
medication quicker than others? Why do 
some patients adjust to the community life 
better than others? Why are some patients’ 
mental attitudes toward their illness better 
than others? Why do some patients take 
their medication faithfully while others have 
a tendency to let up at frequent intervals? 
Can we have identification cards made? 


Should we get married? Can we be insured? 
Are we entitled to training, etc.? Those 
questions that could not be answered by the 
immediate directors were held in abeyance 
until the next meeting and experts on the 
subjects were brought into the group ses- 
sion to answer the questions. 

Within a short time the majority of the 
patients lost their reticence in discussing their 
own problems, and did not feel any sense of 
shame in admitting convulsions, anxieties, 
depressions, etc., and found they could also 
discuss the condition with other people in the 
community. It was finally noted that, when 
the sessions broke up as a group, the physi- 
cians, psychologist, and the social worker had 
small groups of patients waiting to see them, 
while other patients themselves carried on the 
group for a while, using it as a club. In fact, 
one patient laughingly stated at one of the 
meetings that a sign should be put up, “Club 
[pileptia.” The ties between these various 
patients have become very strong, and the 
help they give one another is something akin 
to Alcoholics Anonymous, 

Pictures were projected on a screen at 
some of the sessions; following the pictures 
the patients were stimulated to discuss the 
material as it was related to them, On one 
occasion, “Epilepsy, the Ghost is Out of the 
Closet,” was shown, The patients criticized 
this film strip freely and thought it too silly 
to be useful for adults. They decided to 
make a film of their own to help educate the 
public in regard to epilepsy and the place an 
epileptic can take in the community. Fortu- 
nately, slides of one patient in the group, 
taken during the war from the time he en- 
tered an army hospital from overseas up to 
the time of his discharge, were available. The 
project was easily instigated and is now of 
great interest to all the patients. 

Reading materials from the National As- 
sociation for Control of Epilepsy were issued 
to the patients and frequently to their fam- 
ilies and employers. 


MATERIAL 


The patients were referred to the clinic 
from various divisions of the regional office 
(vocational rehabilitation, outpatient, social 
service, psychological, and chief medical offi- 
cer); many were self-referrals; some were 
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brought by other epileptics ; others were sent 
by individuals interested in the patient, while 
still others were sent from various social and 
government agencies outside of the Veterans 
Administration. Each patient was given im- 
mediate medical, psychological, and social 
service attention before he was assigned for 
therapy. 

The patients were veterans of World 
War I and World War II, the majority 
being of the latter group. 

From Table 1 the following criteria for 
therapy placement have been formulated: 


TABLE 1 


PsYCHOLOGICAL FINDINGS ON 100 EPILEPTICS 
CompRISING THIS StuDY 


Percent 
1. Intelligence 
12 
14 
Mean Intelligence Range 57-130 


Educational Level = 8.22 Range 1-15 years 


2. Individual Personality Configuration 


B. Psychopathic aggressive .......... 10 
2 
4. Concentration Defect .................. 5 
6. Pathological Persistence of Emotion 
B. Emotional dependency ...........- 12 
56 
7. Thought Perseveration ................ 64 
8. Ideational Impotency ................. 14 
16 
44 
13. Impaired Synthesis 53 
14. Impaired Visual-Motor Activity......... 36 
16. Psychological Rigidity ................- 72 


* Alcoholics are included in psychotic group. 


1. Selected for Individual Therapy 


a. Patients who, in addition to being 
epileptic, have their illness superimposed 


upon a maladjusted personality that destroys 
group therapy harmony. 

b. Patients who have an intelligence level 
that permits them to profit by depth therapy. 

c. Patients who have emotion-producing 
environmental factors that cannot be altered 
by group therapy. 

d. Patients who are personally and voca- 
tionally well adjusted, needing only occa- 
sional contact with a therapist to report on 
progress and secure refills for medication. 

e. Patients whose intellectual and person- 
ality deterioration is sufficiently obvious to be 
a source of discouragement to others whose 
illness is of shorter duration. 


2. Selected for Group Therapy 


a. Patients whose prognosis for convul- 
sive, social, and economic adjustment 1s 
good: 

(1) Presence of a normal basic person- 

ality structure. 

(2) Homogeneity in duration of the epi- 
leptic phenomena. 

(3) Homogeneity of intelligence. 

(4) Absence of severe pathological per- 
sistence of emotion. 

(5) Latin-Americans who, because of 
their particular cultural background, 
are reticent in establishing rapport 
with an Anglo-American therapist 
but who find rapport spontaneous 
with patients of the same culture. 

b. Patients whose prognosis for convul- 
sive, social, and economic adjustment is 
poor: 

(1) Homogeneity of deficient or deteri- 

orated intelligence. 

(2) Homogeneity of intellectual distur- 
bances such as concentration, atten- 
tion, abulia, ideational impotency, 
marked psychological rigidity, im- 
paired synthesis; thought persevera- 
tion, and impaired control. 


DISCUSSION 


The area that our clinic serves is populated 
with approximately 50% Latin-Americans ; 
yet it is noted that the ratio among our epi- 
leptic patients is 44% Latin-Americans as 
compared to 56% Anglo-Americans. Super- 
stition regarding the disease is still a problem 
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among the older generation and the less edu- 
cated of the present generation. It is a far 
cry from “making a remedy out of parrot 
feathers boiled in water over the bark of an 
oak tree” to sending the patient to a mental 
hygiene clinic for modern therapy. Most 
Latin-American referrals are not from the 
patients themselves, but are usually from 
some local agency. In contrast, a large num- 
ber of Anglo-American patients have come 
to the office themselves seeking help. Many 
of the Latin-Americans do not show much 
relief from their superstitions, fears, anxiety, 
insecurity, seclusiveness, and/or convictions 
of being economic and social outcasts, until 
they associate with others in the group who 
have already conquered these erroneous im- 
pressions. Through the efforts of the social 
agencies many families and employers are 
educated and taught that the epileptic can 
take a place in the community and be a well- 
adjusted, self-supporting member of society. 
The improvement in the Latin-American has 
been more outstanding in the group than the 
tables would indicate because (1) the degree 
of improvement is not recorded in the figures, 
(2) we have not recorded a patient as im- 
proved until he has shown satisfactory psy- 
chiatric adjustment toward his illness, his vo- 
cation, and his interpersonal relationships, 
and (3) the percentage shown in the chart 
does not consider the fact that Anglo-Ameri- 
cans outnumbered the Latin Americans by 
15% in individual therapy and 11% in group 
therapy. 

A record is kept of each patient regarding 
his convulsions and is charted in his case 
folder. It is noted that frequently patients 
show improvement without a change in con- 
trol of their convulsions. Other patients with 
personality disorders have continued to be 
poorly adjusted after their convulsions were 
under control. In Table 2 it is noted that the 
average age of onset of our total group is 
21 years while the duration of the disease in 
the patients of World War I is 28 years and 
that of World War II is approximately 63 
years. The difference in age is of little im- 
portance in group therapy, but the results of 
therapy are more satisfactory where the du- 
ration of illness is approximately the same. 
In Tables 3 and 4 we find that 52% improved 
with group therapy while 47% showed no 


change. It is noted that of the 52% who im- 
proved in group therapy there are 20% 
more Latin-Americans than Anglo-Ameri- 
cans, while in individual therapy 50% show 
improvement, 43% show no change, and 7% 
are worse. Of the 50% showing improve- 
ment there are 17% more Anglo-Americans 
than Latin-Americans. There is a rather 
high percentage of patients who show no 
change—43% in individual therapy and 47% 
in group therapy. This high percentage is 
explained on the basis that a large percentage 
of the patients were well-adjusted before 
therapy. The others who would not be ex- 


TABLE 2 
Data CONCERNING REFERRALS 
World World 
WarI WarlII Total 
Average present age...... 51 28.5 
Average age at onset...... 21 21 
Average years duration... 28 6.6 on 
Anglo-American ........ 8% 48% 56% 
Latin-American ......... 0% 4470 4470 


pected to show any change were either psy- 
chopathic, schizoid, cyclothymic, psychotic, 
alcoholic, or deteriorated in addition to being 
epileptic. To reiterate, the poorly adjusted 
patients with psychoses, deterioration, etc., 
are treated in special groups by themselves or 
seen individually. From the psychological 
examinations on the epileptics of this study, 
criteria have been established for the place- 
ment of the patient in group or individual 
therapy where the prognosis for maximum 
benefits would be expected. 


CONCLUSIONS 


From the above study the following con- 
clusions are drawn: 

1. That patients show improvement under 
group therapy as readily as with individual 
therapy. 

2. That certain Latin-American patients 
respond to group therapy more readily than 
to individual therapy. 

3. That pre-existing personality configur- 
ation plays an important part in the patient’s 
success in therapy. 
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TABLE 3 
QUALITATIVE AND QUANTITATIVE DESCRIPTION OF PATIENTS IN Group THERAPY 
Percent of total 
Idiopathic Symptomatic Total Anglo Latin- 
% % % American American 
Receiving group therapy........... 56 16 72 55 44 
Adjustment 
Poor before therapy........... 36 13 50 75 22 
Good before therapy........... 41 8 50 50 50 
Poor after therapy............. 22 10 32 OI 8 
Good after therapy............. 55 10 65 50 50 
Employment 
22 3 27 77 22 
27 8 36 53 46 
School 
Results of therapy 
38 13 52 40 60 
38 8 47 60 31 
I I 100 re) 
ee I I 2 50 50 
Feebleminded ...........-- 5 Oo 5 100 Oo 
TABLE 4 
QUALITATIVE AND QUANTITATIVE DESCRIPTION OF PATIENTS IN INDIVIDUAL THERAPY 
Percent of total 
Idiopathic Symptomatic Total ‘Anglo- Latin- 
% % % American American 
Receiving individual therapy........ 10 18 28 57 2 
Adjustment 
Poor before therapy........... 45 14 59 50 50 
Good before therapy........... 34 7 4I 66 33 
Poor after therapy *............ 25 27 52 57 41 
Good after therapy............. 38 10 48 77 23 
Employment 
34 7 42 50 50 
43 7 50 41 57 
School 
7 7 100 0 
Results of therapy 
21 21 43 50 50 
ae 15 I 30 50 50 
Psychotic and alcoholic..... 100 


* Includes psychotics and alcoholics. 
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4. That careful selection of patients for 
therapy through established psychological 
criteria facilitates treatment. 

5. That certain patients, who do not show 
improvement with individual therapy, show 
improvement under group therapy. 

6. That those who do not show improve- 
ment in group therapy do not show any with 
individual therapy. 

7. That community education is impera- 
tive. 


8. That it is important to have patients 
whose epileptic state has been approximately 
of the same duration. 

g. That the chronological age per se is not 
important. 

10. That group therapy for epileptics must 
be thought of in terms of a long-range 
program. 

11. That the improvements shown do not 
depend necessarily on the control of the 
epileptic attacks. 


ROLE OF HYPNOSIS IN DIFFERENTIATION OF EPILEPTIC FROM 
CONVULSIVE-LIKE SEIZURES 


LT. COL. DONALD B. PETERSON, MC, AUS,” 
MAJOR JOHN W. SUMNER, JR., MC, AUS,’ 


AND 


MAJOR GORDON A. JONES, MSC, AUS.* 
Denver, Colo. 


INTRODUCTION 


Epilepsy, the “falling sickness,” has en- 
gaged the attention of mankind and the gen- 
erations of physicians throughout the re- 
corded memory of man. The literature 
setting forth the criteria for its diagnosis 
is extensive. Nonetheless its diagnosis is 
more difficult than is commonly appreciated. 

The purpose of the present writing is 
to present an investigative technique of rea- 
sonable simplicity and reliability in differ- 
entiating idiopathic epilepsy from psycho- 
genic seizure. The differential diagnosis is 
no longer of burning interest for most be- 
cause the elements of diagnosis seem to be 
well established and well known. Yet Kardi- 
ner and Spiegel(1) using Stekel’s term, 
“epileptic symptom complex,” stated that 
this nonepileptic complex in certain cases 
can hardly be differentiated from epilepsy. 

Although the electroencephalograph has 
added immeasurably to the exactness of 
diagnosis, much is left to the clinical judg- 
ment of the physician. Even with the bene- 
fit of skilled EEG interpretation, integration 
of this interpretation into the diagnostic for- 
mulation is far from simple. Epileptic con- 
vulsions may occur in patients with repeated 
normal EEG tracings between seizures, and 
persons with classical paroxysmal dysrhyth- 
mic tracings may never experience a con- 
vulsion(2, 3). 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

From the Neuropsychiatric Service of Fitz- 
simons General Hospital, United States Army, 
Denver, Colorado. 

2Chief, Neuropsychiatric Service, Fitzsimons 
General Hospital. 

8 Chief, Neurology Section, Fitzsimons General 
Hospital. 

4 Chief, Psychology Section, Fitzsimons General 
Hospital. 
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Unfortunately patients rarely have a con- 
vulsion in the presence of the physician, and 
under the pressure of time and economic 
factors he may be called upon to formulate 
a diagnosis on data intrinsically inadequate. 

Interest in the problem of the differential 
diagnosis between idiopathic epilepsy and 
psychogenic seizure was stimulated late in 
1948 at Fitzsimons General Hospital by a 
patient definitely diagnosed as diencephalic 
epilepsy. 


This patient was a 26-year-old technical sergeant 
of superior intelligence, a high school graduate, had 
army service since 1939, many months of combat 
service, superior efficiency, and no sick call record 
or hospitalization prior to the development of the 
current illness. He had had 8 seizures of akinetic 
appearance, the first having followed an ammunition 
explosion in which his helmet was struck by a 
steel fragment. The seizures occurred with no 
relationship to time, place, or condition of observa- 
tion. The places varied from the battlefield to a 
hospital ramp, to a dance floor. Although the 
patient was well studied, the normal EEG ex- 
plained as being one of the normal 15-20% and 
the diagnosis seemed firm, the case presented such 
interest that psychiatric investigation with the use 
of hypnosis was undertaken. 

He hypnotized readily to a somnambulistic state, 
and recalled in complete detail each of his seizures 
for which he was consciously amnesic. He recalled 
the circumstances, his thoughts at the time, and 
the conversation of others during the time he ap- 
peared to be unconscious. It is interesting to note 
that each seizure was associated with thoughts 
of money. As the ammunition exploded he was 
ruminating about possible devaluation of the gold 
seal currency paid to soldiers in overseas theaters ; 
at the dance he was comparing his economic condi- 
tion unfavorably with that of his dancing partner, 
a relatively wealthy girl; and the episode in the 
hospital ramp was touched off by a radio sequence 
extolling the virtues of going in debt to a certain 
loan company. Brief psychotherapy was followed 
by cessation of seizures. 


This case certainly stimulated our inter- 
est in differential diagnosis, though it did 
nothing to increase our diagnostic self- 
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assurance. Indeed, it led us to wonder about 
the correctness of past diagnoses of epilepsy. 

The economic importance of correct diag- 
nosis is evident in the number of persons 
discharged from the armed forces with a 
diagnosis of epilepsy, and as such entitled 
to a long period of compensation. Between 
1942 and 1945, 21,631 men were discharged 
for epilepsy, exclusive of posttraumatic cases 
(4). Correct differentiation of the psycho- 
genic seizure provides a basis for discharge 
through other than medical channels in cases 
basically of the character and behavior 
group, thus eliminating the need for com- 
pensation. Of more importance to the armed 
forces, many of those who would otherwise 
be discharged can be restored to duty after 
psychotherapy.° 

For years we have been intrigued by the 
disappearance, practically without trace, of 
the Grand Hysterical Attack so common in 
the time of Charcot and Janet. It was 
thought that hypnotic investigation might 
give some clue as to its fate. Our investiga- 
tions seem to indicate that grand hysteria, 
in more subtle form, has vanished right into 
the diagnosis of epilepsy. 

It was apparent that our rather extensive 
training and experience, and our almost 
ideal facilities, left something to be desired 
in practicable and reliable diagnostic aids in 
differentiation of epilepsy from psychogenic 
seizure. 

Theoretically it seemed that recall under 
hypnosis might offer an effective, simple, 
and valid technique for differentiating be- 
tween idiopathic epilepsy and psychogenic 
seizures. During a seizure and for a variable 
period thereafter, the epileptic has a com- 
plete amnesia for concurrent events because 
the brain is organically unable to receive and 
retain memory impressions. A psychogenic 
seizure does not involve organic activity that 
should impair the retention of impressions. 
Therefore, the ability to recall impressions 
acquired during the seizure would distin- 
guish between psychogenic and epileptic sei- 
zures. Hypnosis is a technique by which 
forgotten memory impressions can readily 
be recalled, assuming the patient has average 
intelligence, and should be well suited to 


5 Preliminary findings indicate that 80% diag- 
nosed as neurosis can be returned to duty. 


army personnel since persons of extremely 
low intelligence are excluded from military 
service. Finally, if the alteration of con- 
sciousness in psychogenic seizure is com- 
parable to that of hysterical amnesia, the 
incidence of hypnotizability in that group 
should be very high. 

Considering that this diagnostic procedure 
might be broadly applicable, it seemed a 
worth-while research venture to attempt in- 
vestigation under hypnosis regarding the 
recall of the details of seizures in all cases 
admitted for convulsive disorder rather than 
limiting such investigation to those initially 
thought to be psychogenic. 


RESEARCH STRUCTURE 


All patients with an admission or working 
diagnosis of epilepsy or convulsive disorder 
were admitted to the neurology section and 
labelled “Epilepsy Project.” The transfer 
history was abstracted and a detailed history 
taken. In addition to complete physical and 
neurological examinations and routine labor- 
atory work consisting of CBC, urinalysis, 
blood serology, and chest x-ray, all had 
x-rays of the skull, a 6-hour glucose toler- 
ance test and an EEG. 

All EEGs were sleep records and were 
repeated once or several times in the event 
that the first was normal or on other indica- 
tion. The patients were kept awake in ex- 
cess of 24 hours preceding the placement 
of the electrodes and the administration of 
0.1 gm. Seconal orally. A 6-channel Grass 
machine was used until September, 1949, 
when 2 more channels were added. Awake, 
light sleep, and in most cases deep sleep were 
recorded followed by hyperventilation. The 
time for the record averaged about one hour. 
Spinal fluid examination including mano- 
metrics and special procedures such as pneu- 
moencephalogram were done on indication. 
Patients with convulsions secondary to or- 
ganic brain disease were eliminated from 
this series. 

Psychological studies were accomplished 
concurrently. The patient was referred to 
the psychology section without his clinical 
record, identified only as being in the Epi- 
lepsy Project. The junior author (GAJ) 
interviewed the patient with particular regard 
to obtaining a detailed history of seizures, 
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testing the limits of conscious memory, and 
arranged for psychometry with a minimum 
of the Wechsler Bellevue and the Rorschach 
tests. Initial attempt at hypnosis was made to 
determine whether or not the patient would 
hypnotize to the point of somnambulism. 
In those who hypnotized to that extent it 
was determined whether or not the patient 
could recall the details of his seizures under 
hypnosis. The results of the EEG and other 
organic studies were not known to the psy- 
chologist until the hypnotic recall investiga- 
tion was completed. 


FINDINGS 


1. The general intelligence of the 65 pa- 
tients in the series is correlated with hyp- 
notizability in Table 1. Hypnotizability for 


2. The EEG findings are correlated with 
diagnosis in Table 2. The tracings are con- 
sidered as borderline if they are compatible 
with, but not indicative of, epilepsy. The 
very close correlation between EEG and 
diagnosis is shown by an abnormal EEG in 
28 of 30 cases of epilepsy but in only one 
of 35 cases of psychogenic seizure. 

3. Diagnosis, hypnotizability, recall of 
seizures if hypnotizable, and EEG tracings 
are correlated in Table 3. 

a. Of the 20 epileptics who hypnotized, 
none was able to recall his seizure although 
all were able to recall detailed events prior 
and subsequent to the seizure. Conversely, 
all 25 of the psychogenic seizure group who 
hypnotized were able to recall the details of 
their seizures. 


TABLE 2 
TABLE 1 Idiopathic Psychogenic 
4 EEG epilepsy seizures 
tizability High Medium Low Total % Abnormal paroxysmal ... 23 rs) 
12 26 7 45 69 5 I 
8 6 6 20 2 34 
Total ... 20 32 13 65 100 Total Patients ...... 30 35 
TABLE 3 
Idiopathic epilepsy Psychogenic seizures 
A 
Hypnotizable Hypnotizable 
A Not Not 
EEG Recall No recall hypnotizable Recall No recall hypnotizable 
Abnormal paroxysmal ...... 16 7 
Grand total ............ re) 20 10* 25 0 10+ 


*Two refused hypnosis. 
t Five refused hypnosis. 


our purposes is defined as the ability to be 
hypnotized to somnambulism. Intelligence 
is recorded as high, medium, and low by 
arbitrarily fixing the Wechsler Bellevue 
scores of 110 and go as the limits of the 
medium group. From this table 2 interesting 
features stand out. First, the high, medium, 
and low groups show an incidence of hyp- 
notizability of 12 out of 20, 26 out of 32, 
and 7 out of 13 respectively, which indicates 
a correlation with intelligence somewhat in 
favor of the middle group. Second, the 
ratio of 45 out of 65 or 69% who hypnotize 
to somnambulism is far greater than that 
found in the general population, which is gen- 
erally reported as between 20 and 30%(5). 


b. Of much more importance and signifi- 
cance than the correlation between diag- 
nosis, EEG, and recall is the correlation be- 
tween EEG and recall alone, since diagnosis 
in great part is formulated on the basis of 
the other 2 findings. On the other hand, the 
EEG and recall are independent of one 
another. As stated before, the hypnotist was 
kept in ignorance of the EEG and other 
findings. This is of especial importance be- 
cause it rules out the possibility that the 
hypnotist arrived at his results through in- 
advertently suggesting the “right” answers 
to the patient. Of the 29 total abnormal 
EEG patients, 19 hypnotized but only one 
recalled. (We are inclined to regard this 
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one as a symptomatic neurosis occurring in 
a person with an asymptomatic cerebral dys- 
rhythmia.) Of the 36 normal EEG patients, 
26 hypnotized, 24 recalled. This picture 
is somewhat distorted by the inclusion of 
7 patients who refused hypnosis. Excluding 
those cases, the correlation is even closer 
and more apparent: Of 27 abnormal EEG 
patients, 19 hypnotized, one recalled; of 31 
normal EEG patients, 26 hypnotized, 24 
recalled. 

c. Viewing Table 3 from a different angle, 
of the total 65 patients, 20 could not be ex- 
amined by hypnosis. Of this 20, one-half 
or 10 had abnormal EEGs. Of the 45 who 
could be examined by hypnosis, 25 showed 
recall and of these 25, only one had an ab- 
normal EEG. Of the remaining 20 who 
could be hypnotized but showed no recall, 
only two had a normal EEG. From a prac- 
tical diagnostic point of view, it is seen that 
the recall technique enabled the 36 normal 
EEG patients to be subdivided into 2 epi- 
leptics, 24 psychogenics, and Io others in 
which the diagnosis is devoid of EEG or 
recall confirmation. Without the recall tech- 
nique, all 36 would lack this confirmation, 
and it is likely that many would have been 
misdiagnosed epilepsy. 

4. The admission diagnosis in these cases, 
with 8 exceptions, was idiopathic epilepsy. 
Our 30 diagnoses of epilepsy were in har- 
mony with the transfer diagnosis in 27 of the 
30 cases. Our 35 diagnoses of psychogenic 
seizure were in harmony with the transfer 
diagnosis in only 5 of the 35 cases. 


DIscussION 


1. The intelligence levels were presented 
primarily to give a more concrete picture 
of the patients. Further, it cannot be em- 
phasized too often that hypnotizability is 
widespread throughout all but the lowest 
levels of intelligence. 

2. The unusually large percentage of pa- 
tients who hypnotized to somnambulism is 
attributed to the type of person investigated. 
In his paper comparing epilepsy to con- 
ditions with similar symptoms, Carlill(6) 
stated, “Motives and behavior in hysterical 
dissociation . . . . will probably always be 
recalled by mental exploration.” This series 


is heavily weighted with this type of case. 
It has been common experience that persons 
with hysterical amnesia hypnotize in much 
greater proportion than the general popula- 
tion. Our findings support the view that 
the alteration of consciousness associated 
with the psychogenic seizure is of the same 
order as the common hysterical amnesia. 
This is probably the reason for our high 
percentage of hypnotizability. 

3. The rationale behind this investigative 
procedure is not complicated. There can be 
little doubt that the epileptic has an absolute 
amnesia for the details of his seizure on the 
basis that during the seizure the brain is or- 
ganically involved with things other than 
attention and memory impressions. Our 
studies indicate that the brain of the person 
subject to psychogenic seizure is fully capable 
of attention and memory during his sei- 
zure, and can later recall these memories 
under hypnosis. Further, most of the latter 
group hypnotize well. 

4. The EEG is considered to be highly 
valid and its almost mutually exclusive rela- 
tionship to recall compares affirmatively with 
the validity of recall. However, the inter- 
seizure abnormal EEG indicates only that 
the patient is potentially capable of epileptic 
convulsions, does not guarantee the genesis 
of the patient’s particular convulsion, and 
its diagnostic validity rests on the statistical 
odds against an abnormal EEG and con- 
vulsions both occurring in the same nonepi- 
leptic patient. Conversely, the recall tech- 
nique has a validity of its own, predicated 
on the nature of the particular seizures of 
the individual patient, and negative recall is 
as meaningful as positive. One case was 
mentioned who recalled his seizures and had 
an abnormal EEG, It is believed reasonable 
to give more weight to the recall than to 
either the reported character of the seizures 
or the abnormal EEG. Another case illus- 
trates the practical importance of the recall 
method. 


This patient had had atypical petit mal seizures 
for 5 years, intensive psychotherapy for 2 years, 
repeated normal awake EEGs, and an extremely 
traumatic background. The patient joined the 
command, sought psychotherapy, would not hypno- 
tize, and because this nonhypnotizability was felt to 
be presumptively incompatible with psychogenic sei- 
zure, several sleep EEGs were done, revealing ab- 
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normality; and proper anticonvulsant medication 
has been followed by 100% freedom from seizure 
since early 1949. 


Undoubtedly many of our cases diag- 
nosed as psychogenic seizure would have 
been called epilepsy without hypnotic re- 
call investigation because of inadequacy of 
available data. Therefore it is reasonable 
to use the hypnotic investigative procedure 
early in the same manner as is the EEG in 
order to arrive at a firm diagnosis quickly. 

5. A word is in order regarding hypnosis 
with particular reference to the practicability 
of the procedure, since practicability is a 
sine qua non of useful diagnostic procedures. 
Attention is invited to the fact that the 
literature(7-10) is extensive concerning hyp- 
nosis including technique, which, although 
a special procedure, is simple and easily 
learned. 


CoNCLUSIONS 


1. Persons with psychogenic seizures hyp- 
notize to the point of somnambulism in a 
percentage much greater than that in the 
general population. 

2. Epileptics who hypnotize are unable to 
recall the details of their seizures. 

3. Persons with psychogenic seizures who 
hypnotize are able to recall the details of 
their seizures. 

4. There is a high inverse correlation 
between the ability to recall under hypnosis 
the details of seizures and EEG findings 
compatible with idiopathic epilepsy. 

5. Hypnosis as a means of differentiat- 
ing psychogenic seizures from idiopathic epi- 
lepsy is valid, useful, and practicable. 


SUMMARY 


The differential diagnosis of idiopathic 
epilepsy from psychogenic seizures was dis- 
cussed from the points of view of difficulty 
of diagnosis, inadequacy of differentiating 
data, and the benefit of exact diagnosis to the 
patient and the taxpayer. 

An analysis was made of 65 cases of con- 
vulsive disorder, who were subjected to in- 
vestigation with hypnosis, EEG, and thor- 
ough organic study. There were 30 cases 
of idiopathic epilepsy and 35 of psycho- 
genic seizure. The analysis indicated that 


investigation under hypnosis with especial 
reference to whether or not the patient re- 
called the details of his seizures was of 
differential diagnostic value. 
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DISCUSSION 


Dr. Ermer L. Caveny (Philadelphia). —I agree 
with the statement that the technique described 
in this excellent paper is reasonably simple and re- 
liable, but only so long as that technique is carried 
on within the hands of professionally qualified per- 
sonnel. The inability to fulfill that important requi- 
site is probably the greatest cause for the present 
large margin of error in distinguishing idiopathic 
epilepsy from psychogenic seizures. For the proper 
appraisal of the technique as outlined, it is surely 
realized that the supply of psychologically trained 
physicians is grossly inadequate for the demand, 
thus greatly limiting its general application. If 
such trained personnel had been available in suf- 
ficient numbers to evaluate the seizure cases oc- 
curring in the armed services during the war years 
between 1942 and 1945, it is quite probable that 
the 21,000 discharges because of epilepsy, as re- 
ported by the authors, would have been materially 
fewer. 

Literature reveals that hypnosis has been used 
for some years past as an aid in differentiating sei- 
zures of doubtful origin. In my review of the 


literature, the series of cases here presented are, 
to date, the most scientifically based and con- 
cretely evaluated. I should like, however, to reaf- 
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firm that the most reliable and positive means for 
making a diagnosis of epilepsy is an adequate and 
complete history, together with a description of 
the seizure. This means, even in the face of the 
inestimable value of the electroencephalograph, 
that the greater portion of the burden still remains 
with the physician in his clinical judgment. 

As pointed out, differentiating idiopathic epilepsy 
from psychogenic seizures no longer is of intense 
interest for most, because the elements of diagnosis 
seem to be well established. Still, this differential 
diagnosis is a much more difficult and important 
one in certain organizations than is commonly ap- 
preciated. For example, the military services pre- 
sent a situation that not only adds to the difficulty 
of this differentiation but likewise increases the 
necessity for accuracy in diagnosis. 

In the regimented existence of the military ser- 
vices, and especially in time of emergency wherein 
compulsory induction prevails, there will be found 
many individuals who chafe at the imposed restric- 
tions. Thus a medical setting is encountered simi- 
lar to that seen in socialized medicine, that of 
“medical attention free to all,” in which one is 
likely to find many individuals who consciously 
use the readily available medical facilities as a 
method of escape. These individuals are quite 
prone to exaggerate their aches or their hypo- 
chondriacal trends, as well as to imagine they are 
ill and, in so doing, constantly to overload the 
doctor’s office seeking medical attention. It is of 
utmost importance that this group, wherein falls 
the nonepileptic complex, be accurately evaluated. 

At the Neuropsychiatric Treatment and Train- 
ing Center, Naval Hospital, Philadelphia, the dif- 
ficulty arising from the long-standing problem 
wherein the physician does not witness the patient’s 
convulsion, especially when there are only I or 2 
reported seizures, is considerably lessened by the 


recently instituted procedure of returning to duty 
certain medically controlled epileptics under anti- 
convulsive regime. The individual having psycho- 
genic seizures will not be affected by such a medical 
regime, and sooner or later will portray himself 
in true color to the medical officer. Neither will 
he any longer be under the impression that if a 
person is subject to “fits” he will be discharged 
from the service. 

At the Navy Neuropsychiatric Center, our ex- 
perience with the hypnotic approach to this differ- 
ential problem has been quite limited. The few 
cases that have been investigated in this manner 
substantiate the findings of the authors, particu- 
larly as a valuable aid in differentiation. However, 
our experience does not substantiate the high per- 
centage of return to duty of patienis with psycho- 
genic seizures as the 80% reported by Fitzsimons 
General Hospital. We find that this type of 
patient possesses hysterical characteristics to the 
degree that he will not successfully respond to 
psychotherapy within a military setting. This find- 
ing is not necessarily true, however, in situations 
of acute and intense stress as during actual combat. 

It is interesting to note that, for the past 2 years, 
the epilepsies have been the subject of a rather 
extensive investigative project by the psychologi- 
cal research section of the Philadelphia Naval 
Neuropsychiatric Center. Three groups of ap- 
proximately 100 subjects each comprise this stucly : 
a group with clearly defined and differentiated epi- 
lepsies; another group of convulsive states arising 
from organic brain damage; and a control group. 
Although considerable data have been collected, no 
conclusions are at present available. However, the 
indications are that, arising from this project, 
there will be some disparity with previously re- 
ported findings, with the possibility of the addi- 
tion of some new facts not heretofore described. 


l 

f 

1- 
k, 
1g 
it. 
b- 
ig. 
ns 
iS., 
ty, 
le- 
ith 
; 
ew 
a 
sm. 
vol- 
P. 
| 


CONSTITUTIONAL FACTORS IN THE PROGNOSIS OF 
SCHIZOPHRENIA 


NATHAN S. KLINE, M.D.,? ann ASHTON M. TENNEY, M.S.*° 
Worcester, Mass. 


The majority of psychiatrists today be- 
lieve that there exists an organic distur- 
bance in schizophrenic patients. Attempts to 
discover the nature of the organic pathology 
have been largely based on comparing the 
results of a specific test in schizophrenia 
(or its subtypes) with normal or psycho- 
neurotic controls. In general, this approach 
has not been too productive of clear-cut or 
meaningful data. 

There exists, however, a different ap- 
proach ; namely, to utilize a testing method 
that divides patients or controls into various 
groupings on the basis of its own criteria, 
and to investigate secondarily whether these 
groupings bear any relationship to psychiat- 
ric diagnoses. This method has yielded more 
provocative results but the positive findings 
show little intercorrelation. If some method 
of dividing individuals into significant groups 
could be found that also showed a high cor- 
relation with other positive test results from 
apparently unrelated fields, a key might be 
provided that would ultimately unlock some 
of the organic puzzles. 

In our own approach to this problem, we 
had done extensive testing and obtained de- 
tailed information on several thousand pa- 
tients. We have tried various “keys” and 
feel that the somatotype as conceived by 
Sheldon may provide the crude beginnings 
of such a systematizing principle. 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

Study done at the Veterans Administration Hos- 
pital, Lyons, N. J. Sponsored by the Veterans 
Administration with the approval of the Chief Medi- 
cal Director. The statements and conclusions pub- 
lished by the authors are a result of their own 
study and do not necessarily reflect the opinion 
or policy of the Veterans Administration. 

2 Director of Research, Worcester State Hosp., 
Worcester, Mass. 

8 Cooperating staff member of the Worcester 
Foundation, Worcester, Mass. 
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PURPOSE 


The intent of the present study is to deter- 
mine whether a significant correlation exists 
between the prognosis of schizophrenics and 
the somatotypes of these patients. 


METHOD 


An attempt was made to somatotype 2,100 
consecutive admissions to the Veterans Ad- 
ministration Hospital at Lyons, N. J. Vari- 
ous factors made it impossible to obtain a 
somatotype rating on all of these admissions, 
Some were too ill or uncooperative to be 
photographed ; some died or were discharged 
before adequate photographs could be ob- 
tained. In some cases, the photography it- 
self was unsatisfactory. In addition, no 
special effort was made to obtain nonneuro- 
psychiatric admissions, which constitute some 
15% of the total. It was possible, however, 
to obtain over 70% of the consecutive schiz- 
ophrenic admissions and this is believed to 
constitute a good sample. Although an addi- 
tional 15% of these patients is still hospital- 
ized, they have not been included in the pres- 
ent series, since it is felt that this would give 
an undue weight to the patients with a poorer 
prognosis. Only those patients whose soma- 
totype photographs were obtained within 10 
days of admission in the routine manner are, 
therefore, included. The records of all of 
the 2,100 admissions were at least partially 
reviewed. During the period of the study, 
some of the patients were admitted and dis- 
charged, only to be readmitted during this 
same period. In some of the cases there were 
2, 3, and even 4 readmissions. For the pur- 
pose of study, regardless of how many re- 
admissions, the patient is counted only once. 
Among the 2,100 total admissions, 123 of 
these were duplications of this sort. The 
term “ readmission” refers specifically to re- 
admissions within the series, and does not 
refer to whether these patients had been hos- 
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pitalized at a time prior to the beginning of factory posing. One of the co-authors had 
the series. been associated with Sheldon for a number 

Of the first 1,000 admissions on whom of years and was thoroughly familiar with 
adequate photographs were obtained (des- Sheldon’s technique. 


ignated by LA, Lyons Admission Series), To forestall any question as to the adequacy 
TABLE 1 
PERCENTAGE BREAKDOWN BY DIAGNOSIS 
Percentage No. of 
breakdown No. of No. of patients % of total 
of 2,100 patients patients Times obtained admissions 
consecutive admitted readmitted readmitted for included in 
admissions t, 3, 3,4 LA series LA series 
ak ewes 14.20 281 10 9,1 204 72.60 
8.44 167 5 116 69.46 
4.14 82 3 64 78.05 
ss 427 37 28, 6, 2, 1 276 64.49 
14.0 277 30 23,5, 1,1 187 67.51 
2.22 43 3 25 56.82 
G. 0.45 9 I 9 100.0 
e. Obsessive-compulsive ......... 0.56 II 8 72.73 
nas 0.45 9 5 55.56 
g. Situational maladjustment ..... 0.20 4 2 50.0 
h. G. I. and cardiovascular...... 0.20 4 2 50.0 
i. Passive-dependence ............ 0.61 12 8 66.67 
j. Passive-aggressive ............ 0.15 3 ‘ 2 66.67 
3.60 73 II 8,2, 1 38 52.05 
4.04 80 17 15,2 39 48.75 
f. Mental deficiency ............. 0.30 6 on sie 3 50.0 
3.39 67 7 6,1 41 61.19 
7. Manic-depressive ..............-. 1.36 27 2 sisietn 20 74.07 
8. Undiagnosed psychosis ............ 0.35 7 3 42.86 
9. Psychotic depression ............. 0.15 3 I ek 2 66.67 
1.72 34 I 14 41.18 
13. Nonneuropsychiatric ....:......... 14.50 287 17 16,1 27 9.41 
14. Insufficient observation ........... 2.58 SI 2 eka 4 7.84 


455 were schizophrenics. Table 1 illustrates of the somatotype rating, one print of each 
the percentage breakdown by diagnosis of of the thousand cases was sent to Sheldon, 
the 2,100 admissions and the proportion of who made the somatotype rating. An illus- 
each of these diagnoses that constitute our tration of such a print for each of the ex- 
first 1,000 cases. tremes of somatotype is illustrated in Figs. 

The somatotype photographs were ob- I, 2, and 3. The genital and face regions 
tained under conditions that met Sheldon’s were not blocked out, however, as they are 
own exacting demands for completely satis- in the present illustrations. It should be 
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strongly emphasized that these were all the 
data that Sheldon ever received about any 
of these patients. There was no indication 
whatsoever as to diagnosis, or even whether 
the patient was a neuropsychiatric or a medi- 
cal admission. 

The 3 germinal embryonic layers develop 
in varying degrees. In Fig. 1 is pictured the 
endomorph, in whom endodermal elements 
predominate. The dominance of muscular and 
bony tissue is illustrated by the mesomorph 
in Fig. 2. The individual in whom the ecto- 
dermal layers are most fully developed is 
shown by the photograph of the ectomorph 
in Fig. 3. 

The clinical folders of the thousand cases 
included in this first series were studied. 
Seven pages of outlined information were ab- 
stracted from each of the 1,000 patients’ rec- 
ords and included biosocial histories, symp- 
toms, official staff diagnosis, etc. In addition, 
the military service records of the 455 schizo- 
phrenics were obtained from the Army, 
Navy, Coast Guard, and Marines, and were 
also reviewed in great detail. Approximately 
two-thirds of the total 1,000 patients in the 
series had had electrocardiograms and half 
of these had had cardiac consultations. 
Many of these patients also received a bat- 
tery of neurophysiological tests and these, as 
well as all other pertinent data, have been re- 
corded and will constitute the main body of 
the completed report. 

The first patient in the series entered the 
hospital October 1, 1947, and the thousand 
admissions had been completed by April cf 
1949. These patients followed their normal 
hospital course, and in October of 1949 (2 
years after the first admission and 6 months 
after the last admission) a survey was made 
of which patients were still hospitalized, 
which had been discharged with maximum 
hospital benefit, which had died, eloped, etc. 
Sheldon’s somatotype ratings were then cor- 
related with (1) diagnosis, and (2) disposi- 
tion of the patient by the end of this period. 
Since Sheldon knew nothing of the patients’ 
diagnosis, or disposition, and the hospital 
staff knew nothing of Sheldon’s ratings, it 
is unlikely that any bias could have been in- 
troduced that would contaminate the results. 


RESULTS 
In graphically presenting the results, a 
deviation has been made from Sheldon’s 
graphic method. 


Figs. 4 and 5 present a tripolar figure, 


with endomorphy at the lower left, meso- 
morphy above, and ectomorphy at the lower 
right. In Sheldon’s method of presentation, 
the absolute somatotype rating forms the 


basis of the scale: thus a 7 in mesomorphy 


MESOMORPH 


ENDOMORPH| |ECTOMORPH 


Fic. 4. 


would appear at the very top of the figure. 
In our method of presentation, a percentage 
breakdown is used instead, since it presents 
a simpler method of graphing. The rating of 
an individual at the extreme of mesomorphy 
would be 10% endomorphic, 80% mesomor- 
phic, and 10% ectomorphic, since no person 
can be completely deficient in any of the 3 
embryonic layers. 

Fig. 6 illustrates the distribution of somato- 
type of the total 455 schizophrenics admitted 
into the series. Of these, 45.7% are meso- 
morphs, 23.5% with a secondary endomor- 
phic component, 8.1% balanced, with equal 
endomorphy and ectomorphy as secondary 
characteristics, and 14.7% with a secon- 
dary ectomorphic characteristic. Among the 
13.0% eminently endomorphic 10.1% were 
secondarily mesomorphic and 1.3% secon- 
darily ectomorphic, with 1.5% balanced. In 
the 25.9% dominantly ectomorphs, 3.3% 
were secondarily endomorphic and 17.6% 
secondarily mesomorphic, with 5.1% having 
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equal balance between the 2 secondary com- 
ponents. 

At the time of the first review, 45.3% of 
the patients were still hospitalized. The 
somatotype distribution of these patients is 
presented in Fig. 7. It will be noted that the 


within the “recovered” group are encom- 
passed by this designation. A certain number 
of these patients, however, remain actively 
schizophrenic although they may be able to 
adjust outside the hospital and are therefore 
discharged with maximum hospital benefit, 


Fic. 5. 


greatest contrast between this and the figure 
showing the distribution of somatotypes of 
all schizophrenics admitted is the relative re- 
duction in the mesomorphic area. 

Since patients are not rated “recovered,” 
it is impossible to make a direct contrast be- 
tween those still hospitalized and those re- 
covered. However, the discharge with the 
most favorable prognosis is “MHB.” This 
discharge, with ‘““maximum hospital benefit,” 
means that the patient has received the great- 
est possible benefits that the hospital could 
offer, and most patients who would fall 


since the hospital cannot be of further bene- 
fit to them. Only about 5% of the total 
schizophrenics admitted had been discharged 
MHB at the end of this first review pe- 
riod. Their somatotype distribution presents 
a striking contrast to that of the patients still 
hospitalized. 

A comparison was made between the pa- 
tients discharged MHB and those remaining 
hospitalized, using the Chi Square method. 
None of the endomorphs and none of the 
endomorphic ectomorphs were discharged 
MHB, so that the probability of a significant 
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CONSTITUTIONAL FACTORS IN SCHIZOPHRENIA 


[ Dec. 


negative relationship between lack of endo- 
morphy or endomorphic ectomorphy and dis- 
charge MHB is extremely high. There was 
also a positive correlation between meso- 


morphy and MHB discharge (Chi Square 


actually kept on the hospital rolls. Usually at 
the end of the year, those patients who have 
not found it necessary to return to the hos- 
pital are discharged from their trial visit 
status. This by no means indicates that the 


SCHIZOPHRENICS 


Fic. 7. 


equalling 4.6, which means that there were 
less than 4 possibilities in a hundred of this 
distribution occurring by chance. Correc- 
tions for small numbers were used in obtain- 
ing Chi Square). 

Fig. 9 presents the distribution of those 
patients discharged from trial visits. Pa- 
tients placed on trial visit are considered po- 
tential candidates for readmission and are 


TOTAL 
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patient is “cured” but merely that he has 
been able to make some kind of adjustment 
outside the hospital, even though it may be 
in the custodial care of his family. If the 
patients with equally dominant mesomorphy 
and endomorphy and equally dominant meso- 
morphy and ectomorphy are included with 
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those clearly mesomorphic, a statistically 
significant positive relationship is found be- 
tween mesomorphy and discharge from trial 
visit, or MHB benefit (at the 5% confidence 
level). 

An immediate objection that may be raised 
to these findings is that perhaps one diagnos- 
tic subcategory, e.g., paranoid schizophrenics, 
may be dominantly of one somatotype and 
therefore prognosis is primarily related to 
diagnosis of subcategory rather than soma- 
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totype. To clarify this point, it was necessary 
to determine whether any positive relation- 
ship existed between diagnoses and somato- 
type. The somatotype distributions of the 
paranoid schizophrenics is presented in Fig. 
10. Compared with the other schizophrenics, 
the paranoids were found to have a signifi- 
cantly high amount of mesomorphy (only 5 
possibilities in a hundred of chance occur- 
rence), and an even higher negative correla- 
tion with ectomorphy; 1.e., there was only 
about one chance in 500 that the relationship 
paranoia and low ectomorphy could occur by 
chance. The endomorphy was relatively low 
in both paranoids and hebephrenics, but the 
difference between these two groups was not 
significant. 

There was not, however, significantly high 
relationship between the paranoid diagnosis 
and discharge from the hospital either MHB 
or from trial visit. 

Among the hebephrenic schizophrenics, 
there was an extremely significant relation- 
ship (Chi Square 7.2) with lack of meso- 
morphy. Again on an absolute basis, the 
amount of endomorphy was small but did 
not differ significantly from the relative 
amount in the paranoid schizophrenics. 


There was also a significantly positive re- 
lationship between hebephrenia and ecto- 
morphy. 

In this group of hebephrenics, there was 
also found to be a significantly low discharge 
rate, either maximum hospital benefit, or 
from trial visit. 

None of the mixed schizophrenics were 
discharged MHB, and even when combined 
with those discharged from trial visit, there 
is no significant relationship. 


Fic. 10. 


The simple schizophrenics showed no defi- 
nite relationship between body type and 
diagnosis but showed a significantly high dis- 
charge rate, both MHB and from trial visit. 

The positive findings may be summarized 
as follows: 

1. The paranoid schizophrenics tended to 
be mesomorphs, with very few ectomorphs. 
The hebephrenics, on the other hand, were 
primarily ectomorphs with extremely few 
mesomorphs, compared to what might have 
been expected with a chance distribution. No 
other significant relationships between domi- 
nant body type and diagnosis were found. 

2. The simple schizophrenics had a rela- 
tively good prognosis and the hebephrenics 
a relatively poor one. Aside from these, re- 
lationship between diagnosis and prognosis 
does not appear to be significant. 

These figures immediately raise the con- 
jecture as to whether the hebephrenics with 
very low mesomorphy and poor prognosis 
were not the determining factor in the over- 
all relationship between high mesomorphy 
and good prognosis. It was therefore neces- 
sary to correlate relationship between MHB 
discharges and somatotype, excluding the 
hebephrenics entirely from the series. When 
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this is done, there is still found to be a signifi- 
cant correlation between high mesomorphy 
and MHB discharges so that relationship be- 
tween body type and prognosis is evidently 
more basic than relationship between diag- 
nosis and prognosis. It was similarly found 
thai the relationship between high mesomor- 
phy and MHB discharges (as well as when 
discharges from trial visit are combined with 
MHB discharges) existed whether the para- 
noid schizophrenics were included in the 
series or were not. 


TOTAL 


Fic. II. 


The strong relationship between high 
mesomorphy and a good prognosis was even 
more greatly emphasized when it was noted 
that patients with a mesomorphy of 54 or 
more on Sheldon’s 7-point scale had a better 
prognosis than those with lower mesomorphy 
(at the 1% confidence level). On the other 
hand, patients with an endomorphy of 4 or 
more had a very significantly poorer prog- 
nosis for MHB discharges than those with 
less endomorphy. (Only one possibility in 
a thousand of chance occurrence of this 
finding. ) 

The absolute maximum for total endow- 
ment using Sheldon’s ratings is 123. Total 
endowment is obtained by adding the soma- 
totype ratings for each of the 3 components, 
e.g., an individual with endomorphy 3, meso- 
morphy 5, ectomorphy 2, would have a total 
endowment of 3 plus 5 plus 2, which equals 
10. In the present series, it was found that 
schizophrenic patients with a total endow- 
ment of 114 or more and those with a total 
endowment of only g or less showed a signifi- 
cantly low discharge rate. 


DISCUSSION 

In one sense, the present series does not 
constitute a typical mental hospital popula- 
tion since the patients were all males and had 
all been accepted for military service. This 
means that those who broke down early in 
life, or appeared extremely unstable, are not 
included in the series since they were not 
accepted for military service. It appears 
highly probable that this resulted in the 
elimination from the group of a considerable 
number of ectomorphs and endomorphs, who 
were excluded from military service by rea- 
son of being “over” or “under” weight. The 
findings obtained are therefore very likely 
much more significant than they would be 
under other circumstances, since the range of 
somatotype distribution was curtailed in the 
endomorphic and ectomorphic categories. 

That mesomorphy is high in paranoia and 
low in hebephrenia has long been suspected. 
Similarly, that ectomorphy is high in hebe- 
phrenia and mesomorphy is low has also been 
surmised. That there was virtually no chance 
of unconscious bias by reason of the fact that 
the somatotype rater knew nothing of the 
diagnosis and the diagnoser had no knowl- 
edge of somatotype rating has resulted in a 
clear-cut statistically valid demonstration of 
these relationships. Considering the nature 
of the group with its elimination of endo- 
morphic and ectomorphic extremes, the reli- 
ability of the findings is augmented. The re- 
lationship between hebephrenia and poor 
prognosis merely serves as a check since the 
fact has already been well demonstrated. 
The finding of a statistically valid relation- 
ship between high mesomorphy and good 
prognosis has not previously been empha- 
sized. The implication of this in selecting pa- 
tients for insulin and electric shock * will be 
discussed in a future paper where the cor- 
relation between response to these somatic 
therapies and somatotype is being investi- 
gated. The apparent poor prognosis of endo- 
morphic schizophrenics needs further valida- 
tion. Another finding that may be of con- 
siderable value is that individuals who are 


4A paper indicating the importance of the body 
type relative to prognosis in the Columbia-Grey- 
stone Project (lobotomies, topectomies, etc.) is to 
be published. 
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overendowed or underendowed, as far as 
total constitution is concerned, tend to have 
a poor prognosis. 


IMPLICATIONS 


It is well to emphasize that we do not feel 
that somatotype is the final determining fac- 
tor in the type or prognosis of schizophrenia. 
The ultimate answers probably lie in the 
biochemical and biophysical fields. Direct ap- 
proach to the problem through biochemistry 
and biophysics has, however, only resulted 
in a welter of data that are consistent only 
in the fact that they are extremely variable. 
We have already obtained considerable in- 
formation from other patients of the larger 
study, which leads us to believe that many 
physiological responses—and ultimately the 
biochemical and biophysical relations upon 
which they rest—vary in direct relationship 
with somatotype. On the basis of the present 
study, it appears indisputable that a relation- 
ship does exist between the subtypes of schiz- 
ophrenia and somatotype, as well as between 
prognosis and somatotype. The introduction 
of somatotyping as an “organizing principle” 
may quite possibly make order out of what is 
now chaos because of individual differences. 


SUMMARY 


1. In a series of 2,100 consecutive admis- 
sions to the Veterans Administration Hos- 
pital, Lyons, N. J., 72% of the schizo- 
phrenics were photographed in the stand- 
ardized somatotype position shortly after 
admission. 

2. These somatotype photographs were 
rated by Dr. William H. Sheldon, who had 
no knowledge as to the diagnosis, disposition, 
or any other pertinent information about the 
patients. Since these patients were included 
in a much larger series made up of psycho- 
neurotics, neurological cases, and nonneuro- 


psychiatric patients, in addition to the schizo- 
phrenics, the rater had no way of knowing 
even that they were schizophrenics. 

3. The patients were allowed to follow 
their normal course in the hospital without 
awareness on the part of the staff as to their 
somatotype rating. The staff had no partic- 
ular training in possible relationships between 
somatotype and psychiatric factors. 

4. In all, 1,000 relatively consecutive ad- 
missions were somatotyped in the present 
series and an extremely detailed review made 
of all pertinent material, including records 
while in service, laboratory data, cardiac and 
ECG consultations, symptomatology, etc. 

5. Two years after the first patient in the 
series was admitted (and 6 months after the 
last series admission), the disposition of the 
patients was reviewed. 

6. There was found to be a significantly 
positive correlation between mesomorphy and 
good prognosis and a suggestively poor one 
with high endomorphy. 

7. This correlation between prognosis and 
somatotype proved to be independent of cor- 
relations between somatotype and diagnosis. 
In other words, relationship between prog- 
nosis and somatotype is more basic than 
relationship between prognosis and diagnos- 
tic subcategory. 

8. Significant correlations were found to 
exist between somatotype and diagnosis: 
Mesomorphs tended to be paranoid and not 
hebephrenic, whereas, ectomorphs tended to 
be hebephrenic and not paranoid. 

g. It was also found that those who were 
overendowed, or underendowed from an ab- 
solute point of view, had a poor prognosis. 

10. On the basis of other parts of the 
study, it is suggested that with the somato- 
type as a frame of reference a much-needed 
factor will be introduced into the organic ap- 
proach to schizophrenia, making compre- 
hensible much of the data that are now char- 
acterized only by their great variability. 
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MEASURES OF MENTAL HEALTH FROM THE 
HUMM-WADSWORTH TEMPERAMENT SCALE 


DONCASTER G. HUMM, Pu.D., ann KATHRYN A. HUMM, M. A. 
Los Angeles, Calif. 


In 1935 Humm and Wadsworth reported 
in this JouRNAL(1) the standardization of 
a questionnaire designed to assist in the anal- 
ysis of the temperaments of industrial and 
business workers. 

An important consideration of that study 
was the exploration of the hypothesis that 
temperamental forces lead to desjrable be- 
havior trends when they are well controlled 
and well directed and to undesirable trends 
when they are out of control and undirected. 
Perhaps a better statement of this hypothesis 
is that well-regulated and well-directed tem- 
peramental forces work in harmony because 
their effect is integrated ; and, ill regulated, 
they lead to conflict. 

This exploration led us to use both normal 
and abnormal subjects in the standardiza- 
tion of the several components of tempera- 
ment. Thus in standardizing measures for 
the hysteroid (antisocial) component, crim- 
inal psychopaths, criminals free from 
psychopathic tendencies, and noncriminals 
whose essential lack of ethics in their deal- 
ings was recognized—all were used as ex- 
perimental subjects. Among the normal 
manics were markedly cheerful, active, so- 
ciable, and widely interested persons ; among 
abnormal manics were markedly elated, pres- 
sured, distractible persons. 

The employment of both normal and ab- 
normal subjects introduced into the measure- 
ment of each component the complicating 
effect of the amount of normal component 
present. When, however, this complication 
was accounted for mathematically and re- 
moved, it left the basic component force 
revealed. The end result was to provide 
measures of hysteroid (antisocial), cycloid, 
schizoid, and epileptoid tendencies, which 
might be interpreted in both their normal 
and abnormal manifestations. 

The present paper reports a study of the 
relationship between the normal component 
and the other components. The earlier study 
especially considered the strength of normal 
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component as found among psychotic patients 
as distinguished from its strength as found 
among well-adjusted individuals. 

This present study compares the relation- 
ship between the normal component and each 
other component, first, as it occurs in normal 
and psychotic subjects, and, second, as it is 
distributed in the employed population. 

In the original standardization of the Tem- 
perament Scale(1), we considered tempera- 
mental manifestation in 7 categories. These 
categories were studied by contrasting paired 
groups, representing the tails of larger dis- 
tributions. Marked contrasts were employed 
for the reason that they made unmistakable 
the identifications of the characteristics being 
studied. For example, in considering the 
normal component, psychotic patients are 
much more easily distinguished from strongly 
integrated persons, as to strength of in- 
tegration, than persons of average integration 
may be distinguished from each other. 

Table 1 lists and defines the groups used. 

Each individual considered was studied by 
life-history case study and was classified ac- 
cording to the tendencies found. Since most 
temperaments are complex, a subject might 
be classified in one or more of the plus- 
groups, and in one or more of the minus- 
groups. Thus a person might be classified as 
+N, +M, —P, —E, indicating he was 
strongly normal and manic, weakly paranoid 
and epileptoid, and not determinable (prob- 
ably in the middle range) with regard to the 
other components. Statistical treatment was 
used to partial out complicating effect of 
other components when the effect of a given 
component was considered. , 

Each question was subjected to item anal- 
ysis to determine its contribution to each 
component score. The interpretations of the 
norms for each component are depicted on 
the profile or psychograph given to illustrate 
computation of measures of self-mastery 


(Fig. 1). 
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Our standardization procedures were such 
that plus-scores in the normal component 
were usually found in well-controlled sub- 
jects and minus-normal scores in psychotic 


Nevertheless, it soon became evident that 
self-mastery was not simply a problem of 
the strength of the normal component. Cases 
accumulated in which uncontrolled behavior 


TABLE 1 


CoNTRASTING Groups USED IN THE STUDY 

Component Plus group 
Normal .......Strongly integrated individuals 
Hysteroid 
criminal psychopaths 


Manic , Timer Cheerful, widely interested, active p 


Roast Crimes-of-profit recidivists, unethical persons, 


OF THE COMPONENTS OF TEMPERAMENT 


Minus group 
Psychotic patients from state hospitals 


Law-abiding, 
persons 


fair-minded, unselfish 


ersons, Persons free from manic tendencies 

including subjects with manic-depressive 
psychoses, manic form 

Depressive .Discouraged, sad, retarded persons, includ- Persons free from depressive ten- 
ing subjects with manic-depressive psy- dencies 
choses, depressive form 

ATES ..4<cc% Introverted, withdrawn, sensitive persons, in- Persons free from autistic tendencies 
cluding subjects with schizophrenic psy- 
choses 

Paranoid ..... Persons given to durable opinions and their Persons free from paranoid tendencies 


defense, including subjects with paranoic 


and paranoid psychoses 


Epileptoid 


epilepsy 


.Persons given to aura and the meticulous 
pursuit of projects, many with idiopathic 


Persons free from the temperamental 
tendencies associated with idiopathic 
epilepsy 


to] 


More than .5 SD above median of plus-group for component 


Median +.5 SD (of plus-group) 


More than .5 SD below median of plus-group for component 


+3 PE from critical point between distributions of plus- 
and minus-groups 


+1 


More than .5 SD above median of minus-group for component + + 
Median +.5 SD (of minus-group) —2 sont 
More than .5 SD below median of minus-group for component 7 = 
Integration Index * +33 
Component Control Measures * +6 +1 +5 +8 +5 +8 


*In this example, the hypothetical individual shown would have high average (usual-plus) integration index and 
high average in all the component control measures except the one for paranoid, which is low average. All this is based 


on the norms derived from the 1,000 employees studied. 
Profile graph and data are abstracted from copyrighted m 


Fic. 1.—Profile illustrating computation a 


aterial. 


nd evaluation of integration index and 


component control measures. 


subjects. This was the only consistent dif- 
ference between these 2 groups. The psy- 
chotic subjects showed plus-scores in com- 
ponents other than normal with uncontrolled 
behavior appropriate to their medical diag- 
nosis; but well-adjusted subjects frequently 
showed equally high scores in those other 
components, with behavior under control. 


appeared in individuals with plus-normal 
scores, while subjects with borderline or 
minus-normal scores did not inevitably evi- 
dence erratic behavior. Further investigation 
revealed that these cases were to be explained 
by the various strengths of the other com- 
ponents concerned. When the strength of 
another component was great enough to 
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overwhelm even a plus-normal tendency, un- component control measure. A sample pro- conta 
desirable behavior resulted. When the other file (Fig. 1) is provided to serve as an illus- ment 
components were all relatively weak, a lesser tration. When normal is higher than the that t 
amount of normal was adequate for control. other component, the measure carries the show 
Since these observations represented esti- plus sign; when lower, the minus sign. The patier 
mates rather than measurements, we under- algebraic sum of the component control mea- trol 1 
took to set up quantitative measures. sures provides an additional measure called uncor 
Before proceeding with the discussion, a the integration index. istic ¢ 
few definitions are necessary. Our first study of these measures com- | comp 
The word, normal, as hereafter used in pared those obtained from the compensated manic 
this paper, refers only to the normal com- Humm-Wadsworth profiles of 40 well-ad- contr¢ 
ponent. It will not be used here in its sta- justed subjects and 37 psychotic patients. show 
tistical sense, or in the sense of distinguish- In each case a life history was obtained. The paran 
ing between the well-adjusted and the psy-  well-adjusted group included only people the se 
chopathic. for whom life-history showed freedom from Ney 
sures 
TABLE 2 tween 
COMPARISON OF INTEGRATION INDEX AND COMPONENT CoNTROL MEASURES 
IN 40 WELL-ApJUSTED SUBJECTS AND 37 Psycuotic SUBJECTS 
Component Control Measures 
(Surplus of normal over each component) 
- ~— Integration 
H M D A P E Index 
Adjusted group (a) N: 40 

Ee acces 9.150 0.925 4.775 7.725 9.400 10.700 42.375 
eee 2.245 1.793 1.474 2.623 2.505 1.808 5.069 Mea 
DON. atthcndscinces 0.319 0.295 0.242 0.431 0.412 0.297 0.833 PE | 
Psychotic group (p) N: 3 Sha 
— 1.324 —2.108 —0.973 —0.622 —4.487 —4.460 —14.207 Prob 

0a 3.148 2.856 2.555 2.906 3.769 3-459 8.575 
0.470 0.420 0.478 0.620 0.569 1.410 
tia 0.554 0.485 0.644 0.744 0.642 1.638 A 
(Meana—Mean,)/PEa .... 16.5 5.5 11.9 13.0 atk 23.6 34.6 mesol 
The term, self-mastery, is used to mean such evidence of maladjustments as arrests, | Poment 
the ability to control and direct tempera- divorce, unemployment, or institutionaliza- | M€@ns 
mental forces toward the achievement of tion in public or private institutions for men- of the 
good adjustment. tal disorders. The psychotic group was made 23§ tin 
The term, profile, refers to the psycho- up of patients in mental hospitals with veri- | "8s 
graph, which depicts the strengths of the fied diagnosis. 2 grou 
components in the individual as compared Table 2 gives data obtained from the dis- | °¢Pt th 
with their strengths in the original control tribution of the component control measures lap wit 
groups. and integration indices for these two groups. The: 
A plus-score in any component is one It may be noted that the mean integration | STOUpsS 
falling within the range of the plus-stand- index of the well-adjusted group is +42.4, }| ' avet 
ardization group; a minus-score, one fall- while that of the psychotic group is —14.3— | Sures | 
ing within the range of the minus-standard- a difference of 56% points, or nearly 35 times | S° cleai 
ization group; a borderline score, one fall- the probable error of the difference. The | ' epil 
ing between the ranges of the plus and minus highest score in the psychotic group was | ‘gratic 
groups. 30 points lower than the lowest score in the | and the 
To continue with measures of self- well-adjusted group, a difference of over Thes 
mastery: the measure used was the differ- 18 times the probable error of the difference. | with th 
ence between the position on the profile of Since both of these groups were hetero- | sufficier 
the normal score and the score of each other geneous so far as temperamental patterns | measur 
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contained subjects of various basic tempera- 
mental makeup, it was not to be expected 
that the component control measures would 
show very marked distinctions. A psychotic 
patient regularly shows low component con- 
trol measures for those components whose 
uncontrolled manifestations are character- 
istic of his psychosis, but not for the other 
components. For example, a patient with 
manic-depressive psychosis usually has poor 
control over manic and depressive, but will 
show good control over hysteroid, autistic, 
paranoid, and epileptoid in cases in which 
the scores in the latter 4 components are low. 

Nevertheless, the component control mea- 
sures do show significant differences be- 
tween the 2 groups; least for the manic com- 


For this purpose we used employed sub- 
jects for whom we have test records. We 
limited our study to those who had been em- 
ployed at least one year at the time of test- 
ing. We made no effort to secure evidence 
of quality of their work. We did know that 
some were referred for testing because they 
presented problems; others, because they 
were being considered for promotion. A 
large proportion were tested in the course 
of surveys of whole departments of com- 
pany organizations. 

Data from the distributions of the mea- 
sures of self-mastery of the 1,000 employees 
are presented in Table 3. 

It should be noted that there is significant 
negative skew in the distribution of the 


TABLE 3 


SUMMARY OF MEASURES OF SELF-MASTERY IN 1,000 EMPLOYEES 


Component Control Measures Integration 
(Surplus of normal over each component) Index 
H D A P E 

3.2428 2.3824 2.5522 2.9202 4.3007 2.2923 13.8047 
0.1025 0.0753 0.0807 0.09026 0.1360 0.1041 0.4394 
—0.22 +005 —013 —0O12 +005 —004 —0.20 
Probability of Significant Skew.. 1.000 — 0.794 0.999 0.998 0.799 0.637 1.000 — 
0.2743 0.2668 0.2538 0.2585 0.2740 0.2527 0.2611 


* Skew = (mn — mo)/o; Kurtosis = Q/D. 


Note: The skew in each of these distributions is reported in terms of probability: oP 1.000. These are all 
mesokurtic curves with kurtosis close to 0.2632, the kurtosis of the normal curve. 


ponent, in which the difference between the 
means is only 54 times the probable error 
of the difference; greatest for epileptoid, 
23% times the PE of the difference. Yet the 
ranges of component control measures of the 
2 groups overlap in every component ex- 
cept the epileptoid. (Note they do not over- 
lap with respect to integration indices. ) 

These data indicated to us that the 2 
groups were significantly differentiated as 
to averages of the component control mea- 
sures but that the individual cases are not 
so clearly differentiated, except with respect 
to epileptoid component, and that the in- 
tegration index differentiated both the groups 
and the individual cases. 

These findings encouraged us to proceed 
with the collection of a random group of 
sufficient size to establish norms for these 
measures. 


integration index and of the component con- 
trol measures for hysteroid, depressive, and 
autistic; and that the control measures for 
normal, manic, and paranoid are not sig- 
nificantly skewed. All the distributions are 
mesokurtic. 

A comparison of the integration indices 
of the 77 subjects selected on the basis of 
their mental health history with those of 
the 1,000 random employees is offered by 
means of a histogram (Fig. 2). It may be 
noted that 9.3% of the employees have 
integration indices no higher than the high- 
est of the psychotics. However, all the in- 
tegration indices of the psychotic subjects 
fall more than 2 probable errors below the 
mean of the employees. At first glance, these 
findings might seem to indicate that 9% of 
the employed population is psychotic. We 
are inclined rather to think that, while some 


446 THE HUMM-WADSWORTH 


TEMPERAMENT SCALE | Dec. 


of these may present cases of serious mental 
illness, most of them are people of inade- 
quate control whose placement permits a 
tolerable adjustment in spite of tempera- 
mental handicaps. 

It may be noted that all the 40 well-ad- 
justed subjects fall above the mean of the 
1,000 employees. Since the employed group, 
on the whole, may be assumed to be made 
up of reasonably well-adjusted persons, those 
whose scores fall above the mean may be 
considered to be above average in acceptable 


or below. This is not to say that normal- 
manic is the only pattern to be found in well- 
adjusted or vocationally successful subjects. 
(We labor this point because we are fre- 
quently misquoted on it.) It does not rule 
out the fact that other patterns also appear 
among successful people. Nor does it imply 
that the normal-manic is always successful 
in whatever he undertakes. It is, however, 
a frequently observed pattern and one that 
leads to the expectation of a cheerful, alert, 
socially adaptable, energetic person. 


Well-Adjusted 
Group 


Fic. 2—Distribution of integration indices of 


of 37 psychotic and 40 well-adjusted subjects are indicated by shaded areas. 


40 cases. 


adjustment. The position of the 40 cases 
of known good adjustment seems to confirm 
such an assumption. 

Please note the considerable differences 
among the distributions of component con- 
trol measures. It appears to require much 
less of the normal component to control the 
manic component than to control any of the 
others. Stated otherwise, it seems that manic 
can be much stronger in relation to normal 


than the other components without causing 
maladjustment. This is consistent with the 
finding present in every distribution of whole 
companies or occupations we have studied, 
The most frequent temperamental 


namely : 


pattern is that of the normal-manic, in which 
normal and manic are in the plus range and 
all the other components are at borderline 


1,000 employees. Distributions of integration indices 
1 vertical half inch equals 


Norms for the measures of self-mastery 
have been prepared, so that a given subject 
can be compared with the 1,000 employees 
and also with the well-adjusted and psychotic 
groups. Since these norms are not of service 
except when individual scores are being in- 
terpreted, they are not given here. 

An incidental observation concerns the 
effectiveness of our compensations for re 
sponse-bias in circumstances where attempts 
to make a favorable showing are to be ex- 
pected. The 1,000 employees were all tested 
at the instance of their employers and with 
the understanding that the results would be 
reported to the employers. They put their 
names on the test forms, and they received 
no assurance that the results would not af- 
fect their employment status. Yet one 
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eleventh made a showing comparable to that 
of psychotic patients. The whole group dis- 
tributed itself in a manner that revealed 
such differences in temperamental patterns 
and such differences in relationships between 
the normal and the other components as to 
rule out the possibility of any general ability 
to answer the questions so as to control the 
results (2, 4). 

In considering the 1,000 cases of “‘perma- 
nent” employees we made a significant ob- 
servation that seems to account for the 
finding of low integration indices among 
the employed and presumably nonpsychotic 
group: While 9.3% of these workers had 
integration indices as low as those of the 
psychotic group, only 7.1% of them actually 
had normal component scores below border- 
line ; 7.e., in the “weak” range. The probable- 
error-of-the-difference-of-proportions tech- 
nique indicates that the difference, 2.2%, 
is significant. Further inspection of indi- 
vidual findings revealed that some workers 
with above average integration index never- 
theless have a component (sometimes 2) 
under extremely low control as indicated 
by the component control measures. 

Thus, the combination of low score in 
normal with low integration index may lead 
to an expectation of psychotic or psycho- 
pathic condition, while borderline or plus- 
normal score with low integration index 
is less unfavorable. 

Herein, we feel, is the explanation for 
some kinds of behavior that are sometimes 
called neurotic. We do not suggest that an 
individual with average or above integration 
index and some component out of hand 
should by that finding be called neurotic. 
Instead we suggest the term, incompletely 
integrated. It may be possible, however, to 
find typical temperamental patterns for pa- 
tients suffering from hysteria, neurasthenia, 
psychasthenia, or anxiety neuroses, or at 
least to improve our understanding of the 
behavior of such patients by referring to 
their temperamental profiles(3). 


1We now have in progress a study of subjects 
differentiated according to response-bias, which 
promises to give us further corroboration of the 
techniques we have used to compensate for re- 
sponse-bias. 


In using these measures as well as the 5 
other Humm-Wadsworth measures clinically, 
emphasis should be given to the fact that 
they constitute diagnostic aids and not diag- 
nostic criteria. It is the opinion of the 
authors that no laboratory technique is a 
substitute for professional judgment. In- 
deed, it is our opinion that interpretation of 
the measures, themselves, is a function to be 
limited to the competently trained. 

Thus we believe that the clinical psycholo- 
gist should avoid attempting to diagnose 
mental illness. It is known, for example, 
that parenchymatous neurosyphilis may at 
times ape a manic-depressive psychosis. It 
would be easy for a psychologist from the 
reaction syndrome alone to be misled into 
a misdiagnosis, a mistake a psychiatrist would 
not be so likely to make. 

We are presenting in Fig. 3 some profiles 
of subjects who have had psychiatric diagno- 
sis. The first 7 are psychotic; the last is 
offered as an example of an incompletely in- 
tegrated person, diagnosed as having emo- 
tional instability. Note that the first 7 have 
integration indices in the “very low” or “ex- 
tremely low” categories, while the eighth case 
has an integration index in the “usual” or 
average range. 


SUMMARY 


In undertaking to find a measure to give 
us a quantitative basis for the prediction of 
temperamental integration, we computed the 
difference between normal and each of the 
other components on the Humm-Wadsworth 
profile and, also, the sum of these differ- 
ences. We did this first for a small number 
of subjects selected on the basis of known 
facts concerning their mental health; and 
then for 1,000 random permanent employees. 

We found that: (1) the integration index 
distinguished without exception between sub- 
jects known to be psychotic and subjects 
known to be well adjusted; (2) the com- 
ponent control measures significantly differ- 
entiated the means of the 2 groups; (3) 
distributions of the measures for 1,000 “per- 
manent” employees provided data from 
which norms could be derived. 

From this we conclude that the measures 
of self-mastery provided an additional tool 
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1. Epileptic (deteriorated) 
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3. Manic-depressive psychosis (alt.) 
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5. Schizophrenia 
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7. Dementia praecox (paranoid) 
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A criminal psychotic (manic) 


EXPLANATIONS N 


+ A 4 


| 


4. A delinquent epileptoid 
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6. Paranoia 
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8. Emotional Instability (not psychotic) 
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Fic. 3.—Profiles of subjects in poor mental health. 
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for studying the temperaments of individuals 
and of groups. 
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MEDICAL AND SURGICAL SERVICES IN THE 
NEUROPSYCHIATRIC HOSPITAL 


ARTHUR O. HECKER, 


The necessities or inertias of the past have 
made it almost traditional for medical and 
surgical service to the patient population in 
a large number of neuropsychiatric hospitals 
to be rendered in what at best can be de- 
scribed as a haphazard system of outside 
consultants and staff psychiatrists. In the 
past a relatively few hospitals were able to 
break from this practice and develop medical 
and surgical services staffed with specialists 
or physicians interested in internal medicine 
or surgery. In by far the greater number, 
however, the staff psychiatrist is made re- 
sponsible for the medical care of the patients 
on his service, surgical care too often con- 
sisting of emergency operations for acute 
conditions. 

Three main approaches to the solution of 
the problem of adequate medical and surgical 
care for the inpatient population of the neu- 
ropsychiatric hospital can be recognized: 

1. Adherence to status quo based upon the 
evasive rationalization that psychiatrists are 
also trained physicians, and that responsi- 
bility for the medical care of their patients 
is not only excellent training but in keeping 
with modern concepts of psychosomatic 
medicine. So invalid a mechanism for evad- 
ing reality hardly needs further comment, 
other than to affirm that psychiatrists are 
physicians first, but in obtaining and assum- 
ing added competence in one specialty of 
medicine they surrender rights of domain to 
superior competence in other specialties. 

2. Incorporating a general medical and 
surgical unit in the neuropsychiatric hospital 
for the care of nonneuropsychiatric patients 
and utilizing the staff and part of the facili- 
ties of this unit for the neuropsychiatric 
inpatients.” 


1 Sponsored by the Veterans Administration and 
published with the approval of the Chief Medical 
Director. The statements and conclusions published 
by the author are a result of his own study and do 
not necessarily reflect the opinion or policy of the 
Veterans Administration. 

2 Achieved in several Veterans Administration 
Hospitals. 


450 


M. D., CoaTEsvIL_E, Pa. 


3. The development of an adequately 
staffed medical and surgical service within 
the professional framework of the neuropsy- 
chiatric hospital. 

It is upon our experience with the third 
method that we wish to report here. 


STAFF 
A. Medical Service 


It has been argued that full-time, qualified 
specialists in internal medicine and surgery 
cannot be recruited for hospitals devoted 
exclusively to the care of psychotic patients. 
This argument has most frequently relied 
on the premise that there is not enough actual 
case material available nor adequate dis- 
tribution by type of case to attract qualified 
specialists. On the assumption however that 
in a patient population of 2,000 or more 
there should be enough clinical material to 
contradict this premise we approached a 
qualified and Board-certified internist with 
the proposition that a 6-month trial be given 
to test such assumption. 

To date, 4 years later, the results of this 
trial period are indicated by the fact that, in 
addition to keeping the original internist, 
it has been found necessary to employ 3 full- 
time physicians whose endeavors are limited 
to internal medicine as well as 2 part-time 
consultants (dermatology, once per week; 
allergy, once per month) for our medical 
service in order that effective medical care 
can be rendered to the inpatient population. 

During the period of this report the in- 
patient population averaged 1,995, all of 
whom were male patients. Table 1 illustrates 
the case load and general distribution by 
diagnostic category of patients admitted dur- 
ing 1949 to the 95-bed medical ward and 
the 60-bed tuberculosis ward that comprise 
the active medical service. In addition, a 
1o1-bed ward of aged and infirm neuro- 
psychiatric patients has been attached to 
the medical service for primary treatment 
responsibility with particular emphasis on 
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geriatric, nutritional, and cardiovascular dis- 
eases. This group of patients offers a wide 
variety of medical problems. 

Following the initial stages of survey and 
integration of the medical service under 
the internist, the problem of recruitment 
of additional staff was less difficult than an- 
ticipated. It became apparent that adequate 
case material and sufficient distribution by 
diagnostic categories would be available for 


TABLE 1 


ADMISSIONS TO MEpICAL SERVICE DURING 1949 


Peripheral vascular conditions.............. 70 
Pneumoencephalograms 37 
Venereal disease and malaria therapy....... 12 


Intoxications (alcoholic, chemical, medicinal) 9 

Special therapy for psychoses (histamine, tol- 
6 


*In addition, the medical service conducted 695 treat- 


ment sessions and physical examinations for the personnel 
of the hospital. 


physicians interested in obtaining necessary 
clinical experience in internal medicine under 
a certified chief of service prior to or follow- 
ing formal residency training in internal 
medicine. It was found that active recruiting 
contacts in these groups offer considerable 
opportunities for success. Under these con- 
ditions, turnover of staff with an average 
of 2 to 3 years’ stay must be anticipated. 
Experience shows that this is a matter of 
no significant importance so far as maintain- 
ing a high standard of care is concerned. 


B. Surgical Service 


Having established a pattern for the medi- 
cal service, a similar plan was followed on 


the surgical service. The first step involved 
the addition of part-time operating consul- 
tants in the various surgical specialties to 
alleviate the burden on the consulting general 
surgeon upon whom had devolved responsi- 
bility for practically all surgical procedures. 
In each instance the appointment of con- 
sultants was made on the basis of regularly 
scheduled visits plus emergency visits; not 
on an “on-call” basis. It is important to 
do this ; otherwise there is a definite tendency 
to use consultants only for emergencies or 
when disease has progressed to hazardous 
stages. 

In appointing surgical consultants prelimi- 
nary estimates of the interval between visits 


TABLE 2 
Date of 
Specialty appointment Visit * 
General surgery....July, 19467 ...... 2 per week 
ae October, 1946 ....1 per week 
Anesthesiology ..October, 1947 ....2 per week 
January, 1948 ....1 per week 
Ophthalmology ....February, 1948 ...1 biweekly 
Orthopedic ........ February, 1948 ...1 biweekly 
Thoracic surgery...July, 1948 ........ 1 biweekly 
November, 1948 ..1 per month 
Neurosurgery ..... I per month 


* On call for emergencies in addition to regularly sched- 
uled visits. 


+ Continuing appointment. 


were made, subject to change on the basis of 
continuing experience. Consultants were ap- 
pointed in the order shown in Table 2. 

The listing includes date of appointment 
to show the effect on the number of opera- 
tive procedures (Table 3) and the interval 
of visit that has been established to this time. 
As an example of the case load occasioned 
by appointment of consultants to man vari- 
ous specialty clinics there were, in addition 
to the operative procedures listed in Table 3 
for the ear, nose, and throat, and eye service, 
482 patient visits to the eye clinic and 614 
patient visits to the ear, nose and throat 
clinic during 1949. Commensurate referrals 
were made to the clinics held by other surgi- 
cal consultants on the occasion of their 
regularly scheduled visits. 

It will be noted that almost immediately 
following the appointment of an operating 
consultant in a particular specialty the num- 
ber of operations in that category increased. 
This was in great part due to the fact that 
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case finding received more emphasis and re- 
sulted in the uncovering of elective condi- 
tions previously overlooked. Subsequently, 
a leveling off to more or less stable incidences 
occurred. 

It became apparent early that a full-time 
staff man was needed for the surgical ward 
of 32 beds. From July, 1946, to May, 1948, 
this need was filled fortuitously by the as- 


riod. At the end of this time it was found 
that the candidate was fulfilling the require- 
ments ¢ f 


the board for surgical experience. 


by analyzing Table 3 it will be seen that the 
acquisition of a staff man with formal resi- 
dency training behind him was reflected in 
more adequate surgical service to the patient 
population, primarily because of more spe- 
cifically motivated case finding. 


TABLE 3 


SuRGICAL SERVI 


1944 
30 

(Includes thoracoplasty, lobectomy, 


pneumonectomy, decortication, phren- 
iclasis, pneumolysis, and exploration) 


(Includes craniotomies for brain tumor, 

laminectomies; leucotomies; ligation 

of aneurysm, decompression, and ex- 
ploratory craniotomies) 


(Includes enucleation, cataract extrac- 
tion, lens extraction, iridectomy ) 


signment of A.S.T.P.-trained Army person- 
nel to this hospital. Following release of 
these physicians a young staff man desiring 
an appointment not in psychiatry as a pre- 
liminary step to entering private practice was 
assigned as ward physician. In both of these 
instances, the lack of special training pre- 
cluded the staff physician from doing major 
surgery even with the consultant “at the 
table.”” We came to believe that a better plan 
of staffing for the surgical ward would be to 
secure a physician who had completed formal 
residency requirements and needed addi- 
tional, acceptable experience prerequisite to 
examination by the American Board of Sur- 
gery. Such a candidate having been selected, 
the Board of Surgery gave tentative ap- 
proval pending a 3-month experimental pe- 
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C. Tuberculosis Service 


As mentioned above, a 60-bed tubercu- 
losis ward is an integral part of the medical 
service. The practical results of an intensive 
case-finding program and comprehensive 
therapy program have been(1I) and are 
being reported elsewhere. Summarized, the 
results of our experience for 3 years indicate: 

1. With proper staff, case finding, and 
equipment, the incidence of pulmonary tu- 
berculosis in a neuropsychiatric hospital can 
be kept at 0.4% of the inpatient population. 

2. All accepted forms of medical and sur- 
gical treatment can be used effectively with 
tuberculous psychotic patients. Stated con- 
versely, when the internal medicine service, 
the surgical service, and the psychiatric ser- 
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vices coordinate their efforts and specialized 
skills, the presence of a psychosis does not 
materially interfere with utilizing procedures 
and regimens that would be indicated in the 
absence of the psychosis. 


AUXILIARY SERVICE 


Fully effective and proper medical and 
surgical service requires adequate support 
from the clinical laboratory, x-ray depart- 
ment, and dental clinic. Reliance upon dis- 
tant laboratories for anything but the most 
specialized and intricately technical proce- 
dures is a poor expedient resulting in de- 
lays, inconsistencies, uncertainties, and, not 
infrequently, skimping in use of facilities. 
Coincident to the acquisition of surgical and 
medical staff, the laboratory, x-ray depart- 
ment, and dental clinic required the follow- 
ing personnel to keep pace with the clinical 
demands (exclusive of research personnel) : 


1. Laboratory 


a. Full-time pathologist—Board certified 


b. Biochemist 
c. Chief technician 


to 


X-Ray Department 


a. Full-time radiologist ............... 
b. Part-time consultant in radiology... 


c. Technicians 


3. Dental Service 


a. Full-time chief, dental service....... 


Recruitment of this personnel presented 
no insuperable difficulties. The work load 
for the year 1949 is presented to indicate 
personnel needs: 


1. Laboratory 


a. Laboratory examinations .......... 50,571 
b. Number surgical specimens......... 230 
c. Autopsies 


Approximately 100 major changes or ad- 
ditions have been made to available tech- 
niques in a 4-year period. These include 
arterial oxygen saturation levels, blood so- 
dium, potassium, lead, and phosphate levels ; 
T.B. culture and sensitivity studies, anti- 


d. Laboratory technicians ............. 


biotic level determination and anaerobic cul- 
tures ; modernization of methods in parasitol- 
ogy ; liver and bone marrow biopsies and the 
introduction of more than a dozen new his- 
tological stains including those for exfolia- 
tive cytology and for nervous tissue. 


2. X-Ray Department 


a. Number of patients studied.......... 6,567 
b. Number of films processed.......... 13,845 
c. Electrocardiograms processed ....... 5 


3. Dental Service 


a. Number of visits to dental clinic..... 7,825 
b. Number of operative procedures in 


Case finding and prophylactic dental care 
are a needed adjunctive form of therapy. 
Every patient should have periodic surveys 
and prophylactic care. Correction of de- 
ficiencies is ordinarily not difficult of accom- 
plishment. When patients are negativistic, 


4 


resistive, or disturbed, oral surgery under 
general anesthesia is resorted to. 


AUTOPSIES 


The impetus given to clinical medicine 
by the above-cited staff acquisitions and in- 
tegration of services is reflected best perhaps 
by autopsy figures, shown in Table 4. 


TABLE 4 
Year Deaths Autopsies Percentage 
1944 67 10 15 
1945 63 14 22 
1946 49 16 39 
1947 45 25 55 
1948 46 31 67 


1949 48 41 85 
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CooRDINATION OF SERVICES 


The advantages of over-all integration of 
function of the medical and surgical services 
and the neuropsychiatric services of the hos- 
pital cannot be adequately measured by sta- 
tistics or words. A dynamic interplay of 
effort becomes apparent and continues to be 
implemented. Liaison is constant. On the 
request of the chief of the medical service 
a resident in psychiatry is now regularly 
assigned to the medical and surgical service 
as part of the rotation schedule of training. 
Staff psychiatrists attend their patients regu- 
larly while they are resident on the surgical 
or medical wards. To further integrate clini- 
cal activities between services the chief of 
the medical service and the pathologist con- 
duct a clinical-pathological conference on 
current case material each week for the en- 
tire hospital staff. 


From a psychiatric viewpoint, it has long 
been emphasized that therapy should never 
be directed to an isolated unit of the human 
person. Thus, the importance of attempting 
to correct any somatic disease process in the 
neuropsychiatric patient is both good medical 
and psychiatric practice. Therefore, one can 
state categorically that, in order to render 
fully adequate therapy, the united efforts 
of medical, surgical, psychiatric, and dental 
services of the highest calibre are the right 
of the mental patient admitted to a neuro- 
psychiatric hospital. 
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TRANSITION OF OBSESSIONS INTO DELUSIONS 


EVALUATION OF OBSESSIONAL PHENOMENA FROM THE ProGNosTic STANDPOINT 
ALFRED GORDON, M. D., Puivapecpuia, Pa. 


For a long time the attention of psychi- 
atrists has been directed to the possible in- 
terrelationship between obsessions and psy- 
choses. The transition of the former into 
the latter was admitted by some and denied 
by others. Kraepelin in 1915 said that “the 
transition of obsessions into other mental af- 
fections, especially in paranoia, contrary to 
what was formerly believed, seems to be not 
forthcoming.” Some authors, like Koch (Die 
Psychopatischen Minderwertigkeiten, s, 101) 
say that there is even an antagonism between 
obsessions and genuine psychic disorders. 
Despite these authoritative sources, there are 
nevertheless, records published in the litera- 
ture in which close reading and analysis show 
the possibility of transition of one into the 
other and there is some causal relationship 
of one to the other. The progressive develop- 
ment of psychiatric knowledge and the in- 
evitable change in nomenclature and clas- 
sification of mental diseases indicate the 
possibility of former errors in interpretation 
of observed psychic manifestations. 
meet now with cases in which a prolonged 
persistence of obsessive phenomena with 
their state of anxiety leads eventually to de- 
pression or to a typical picture of melan- 
cholia. Such are the cases of Pitres, Régis, 
Janet, Heilbronner, Oppenheim, etc. An- 


We 


other series of cases suggests that obsessions | 


are but a symptom of depressive states. 
Kraepelin admits an intimate relationship be- 
tween manic-depressive psychosis and obses- 
sions. Heilbronner, basing himself on a 
study of 22 cases, fully agrees with Kraepe- 
lin’s views (Ztschr. f. d. ges. Neur. u. Psych., 
3d. IX). There is, however, one feature of 
the subject under discussion on which the 
opinion is almost unanimous, and facts are 
abundant to demonstrate the correctness of 
it; that is, the occurrence of obsessions in the 
course of various mental disorders and they 
remain as such until the termination of the 
affection. Ziehen, for example, mentions se- 
nile dementia and paresis (Lehrbuch, 4 Aufl., 
1911). Stécker records instances of obses- 


sive ideas in arterio-sclerotic dementia and 
in epileptic dementia (Ztschr. f. d. ges. 
Neur. u. Psych., 1914, XXIII). Nacke 
speaks of a case of délire du toucher and 
“washing obsession” in the course of secon- 
dary dementia. Tuke, Mickle, Janet and 
Raymond, Magnan, Hoest, Mercklin cite 
cases of chronic paranoia in the course of 
which obsessions developed irrespective of 
the psychotic disorder (Allg. Ztschr. f. 
Psych., XVII, p. 628). 

The most interesting phase of the subject 
from a prognostic standpoint is of course 
that of development of delusions from obses- 
sions. While this question is still debatable, 
nevertheless some authentic facts cannot be 
ignored. Tuczek’s experience is categorically 
in favor of such an occurrence (Allg. Ztschr. 
f. Psych., Bd. XX XIX, s. 653). Wille con- 
siders the transition of one into the other as 
certain in melancholia and probable in para- 
noia (Allg. Ztschr. f. Psych., XII, 1). Other 
authors agree with Wille with regard to 
melancholia. Lowenfeld particularly is of 
this opinion (Die Psychischen Zwanger- 
scheinungen, s. 495). 

In the following 3 cases examples are pre- 
sented showing several possibilities of a re- 
lationship between obsessive and delusive 
ideas. In case 1, delusions developed a long 
time after the onset of the pre-existing ob- 
sessions. The subject of the former was not 
the same as that of the latter, but the latter 
served as a point of departure that, through 
a process of interpretation, gradually led to 
the formation of a delusional attitude of a 
different content. The established psychosis 
was melancholia. In case 2, we find evidences 
of transition of obsessions into delusions. 
When the delusive state made its appearance, 
the patient gradually included into it by a 
process of interpretation also the former ob- 
sessions that had been in existence a number 
of years. The entire clinical picture of the 
psychosis indicated dementia przcox. Case 
3 presents the clearest and the most illustra- 
tive example of a direct transformation of an 
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TRANSITION OF OBSESSIONS INTO DELUSIONS 


obsession into a delusion. It was a case of 


melancholia. 


Case 1.—C. D., male, 35 years of age, whose 
parents were alcoholic and tuberculous respectively, 
developed paroxysmal homicidal tendencies follow- 
ing a sudden death in the family. He wished to 
kill his wife and 2 little children. Not infrequently 
during these impulses he would get hold of a knife. 
Fully conscious of this morbid state and fearing 
that he might carry out the desire, he was in a state 
of extreme anxiety. On many such occasions he 
left his home and did not return for several days. 
During the night, when he suffered from insomnia, 
the irresistible desire would be particularly intense. 
Fearing the consequences he would lock his door 
and throw the key out of the window so that he 
might be prevented from killing his family. The 
condition lasted 6 months and during this entire 
period the patient continued his regular occupation 
of a clerk in the postoffice. He realized fully 
the morbidity of his impulse and fought strenu- 
ously against it. He became extremely depressed, 
refused food but nevertheless continued his oc- 
cupation. 

In view of the persistence of the condition he 
developed the idea that very probably it would 
lead to insanity. He was so obsessed by this antici- 
pation that he decided to give up his position. When 
questioned on the subject he clearly presented his 
manner of thinking, saying he fully realized the 
difficulty, that he loved his family, that he could not 
resist the temptation to kill them without any rea- 
son whatsoever, that he was probably “losing his 
mind,” and that if it is so, why should he continue 
suffering. Being from childhood very religious and 
brought up in a strictly pious family he conceived 
the idea that very probably he committed some 
sin against God. This depressive state continued 
for 13 months together with the conscious obses- 
sive ideas, when the patient finally committed 
suicide by jumping off a bridge. 


In this case the obsessive idea, although 
conscious from beginning to end, gradually 
led to the development of a delusion, char- 
acteristic of melancholia. It is to be noted 
that the subject of the delusion was not that 
of the obsession, but the latter was the point 
of departure for the former. 


Case 2.—B. F., girl of 24, school teacher, pre- 
sented in childhood a continuous fear of behaving 
badly or of not doing things correctly. When a 
certain act was carried out and finished by her, 
she was in a state of great anxiety and of stress 
over the result of the work: her heart palpitated 
violently and her respiration was accelerated; she 
thought that probably the work was full of gross 
errors. When she was 13 she also developed a 
terror of horses; she would run when she saw the 
animal even at a distance. Soon she developed 
doubts that affected almost all her actions: writing, 
walking, and speaking. She would do the act sev- 
eral times over again before she could be satisfied. 


| Dec. 
For a period of 4 years the patient’s obsessive ideas 
remained almost intact except for some fluctuation 
in intensity: either one or another obsession would 
predominate. In spite of this state she continued 
her studies in school and met with success. At the 
age of 18 she became a kindergarten teacher. The 
work was very strenuous: she often complained of 
feeling tired and having headache. She commenced 
to make errors in her work. Her memory for 
names and familiar events became defective. Often 
she had to absent herself from school. The parents 
had to ask for a leave of absence for her. Once while 
resting at the seashore in company of her mother 
she began to dwell more conspicuously on the 
obsession of having done harm to the children of 
the kindergarten. It was no more doubt as to her 
incorrect teaching, but an actual conviction that 
she had taught them the opposite of what she was 
expected to do and therefore the children would 
never pass their tests for promotion. She would 
be accused of misrepresentation, dishonored, and 
dismissed; she would never be able to obtain a 
position in a school. The disgrace would follow 
her for the rest of her life. Hallucinations then 
made their appearance. She commenced to hear 
voices to that effect: at night especially she heard 
pupils’ voices reproaching her, and their parents’ 
voices threatening her with violence. Once she 
heard noises as if someone was pounding on the 
street and calling her by name. She interpreted 
this hallucination as a signal that preparations were 
being made for her eternal departure. Her state 
of anxiety was extreme. She screamed for help: 
in terror she ran down in the cellar and locked 
herself in. For hours she could not be persuaded 
to open the door. For days she was bedridden in 
a state of exhaustion refusing food. Some time 
later she perceived the Lord’s voice telling her 
that not only she but also her parents would be 
sacrificed. Late in the evening she was found under 
her parents’ bed with a knife in one hand and a 
poker in the other. She contemplated assassinating 
her parents in order to relieve them from the tor- 
ture of being sacrificed. Next morning she eluded 
the vigilance of her nurse, jumped out of the win- 
dow, and was found dead on the pavement. 


In this case we are dealing with a young 
person whose life was filled with various ob- 
sessive phenomena but who at the age of 18 
commenced to develop delusions into which 
she included the previous obsessions. The 
latter were no more conscious phenomena, 
but presented the chief subject of the former. 
The transition of obsessions to delusions ap- 
pears to be clear. 

Case 3.—H. D., aged 48 years, civil engineer, 
developed obsessions when he was 25 years old. 
He noticed that he had to prayers 
in church several times before he could be con- 
vinced that no word had been omitted. At first 
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the disturbance was confined only to the church 
prayers, but 3 months later the night prayers at 
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home began to disturb him in a similar manner. 
He worried considerably over it. He would not 
be able to go to sleep for fear the night prayers 
were not said completely. Then he would have to 
get up in the middle of the night to repeat the 
same act. Being perfectly aware of the absurdity 
of this state of affairs he would make attempts to 
control himself and resist the overwhelming de- 
sire to repeat the prayers. Then he would become 
agitated, restless, irritable; he would struggle with 
himself, but finally would have to submit to that 
great power that had captured his consciousness. 
After the act of repeated praying was done, he 
would become calm and peaceful. 

Thinking that perhaps the presence of strangers 
would help him to overcome the irresistible act, he 
often made appointments with his friends. Before 
them he would say his prayers in a loud and dis- 
tinct voice. He was, therefore, convinced that no 
words were omitted. However, some time after 
the departure of the guests he would gradually go 
back to his previous state and would feel gradually 
coming on the necessity of repeating the act of 
praying. Again would he struggle and again would 
be overpowered. As this obsession at first con- 
cerned only the one act of his life, his daily work 
did not suffer in the least. Once while at work he 
was suddenly taken with a chill, became covered 
with perspiration, began to tremble and cry. He 
felt that on the previous night he did not repeat 
often enough his prayers, that he must do it now. 
He kept on crying and struggled with himself, 
but the more he struggled, the more he suffered. 
He had to yield. After that he would have to 
quit his work to pray 2 or 3 times a day at first, 
but later he was compelled to do it oftener. It is, 
however, certain that this was done every time not 
without a great amount of resistance on the pa- 
tient’s part, and every time he would pass through 
a series of nervous disturbances similar to those 
mentioned above. 

The patient’s health suffered considerably, as 
the inability to overcome the obsession had an 
exhausting effect on him. Headache, anorexia, and 
general weakness in addition to the insomnia made 
their appearance. As the condition did not change 
and the repetition of the above-described act be- 
came very frequent, the patient, although still con- 
scious of its unreasonableness, began to analyze 
the obsession. He asked himself at first only oc- 
casionally, and later more frequently, the question: 
Why should he have to pray so often and what 
is the reason that no other act disturbs him? At 
this phase of his disease he contented himself with 
these questions without being able to explain. But 
afterward he went further and insisted upon an 
explanation, which he gradually discovered. He 
says, as almost 2 years have elapsed from that day 
when the necessity of praying repeatedly came on 
and as he finds that he must do it now very often, 
there is certainly some divine reason for it. He is 
and was most undoubtedly a sinner, said he, and 
the Lord, who is kind and fatherly inclined to 
every human being, necessarily wished him to be 
better. This is the cause why He prompts him to 


pray often. More and more he became absorbed 
with this irresistible idea of self-condemnation. He 
considered himself now a religious sinner, he had 
erred against the Lord, his religious views were 
not according to the teachings, he was not a good 
man, he deserved all that had happened or will 
happen to him. 

The delusion was well formed. The patient’s life, 
character, and disposition changed entirely. He 
refused to work as there is no use, he says, he will 
die shortly. He spends his time in worrying and 
complaining of his unfortunate fate. In the intervals 
he would pray and pray almost constantly for for- 
giveness. He did not struggle any more with him- 
self, he did not attempt to overcome the desire of 
praying, he did not question any more the necessity 
of praying, as the latter was no more an obsession. 
On the contrary, he hurried to pray, fearing he had 
not done enough of it, because he now wished to 
redeem himself, to obtain forgiveness for the lack 
of religious behavior in the past. He is, therefore, 
totally delusional. The patient became morose, 
would refuse to see his friends or to go out. He 
would never ask for food, if it was not offered. As 
the insomnia increased, he was found several times 
walking in his room either praying or talking to 
himself. Sometimes he would be seen with out- 
stretched hands at the window looking in the dark 
space and talking aloud. He developed visual as 
well as auditory hallucinations. The patient presents 
now an outspoken case of a typical melancholia. 


The cases here reported as well as those of 
the literature present several problems for 
analysis. In every patient of the series we 
find evidence in the history of personal char- 
acteristics showing a general psychopathic 
morbidity dating from childhood. In the 
majority of cases there are also evidences of 
unfavorable hereditary influences. Usually 
in cases with pure obsessive phenomena that 
remain as such for many years without co- 
existing psychotic phenomena or without 
their transformation into delusive ideas we 
also observe certain characteristics that indi- 
cate special mental states or a special make-up 
that can be traced through the entire life of 
the individual and that created, so to speak, 
a predisposition to abnormal psychic or psy- 
chotic disorders. Statistics to this effect 
would be highly interesting. In the present 
work, however, we are concerned exclusively 
with a possible intimate relationship between 
obsessive and psychotic phenomena. An 
analysis of the cases here and elsewhere de- 
scribed leads to the following conclusions: 

I. Obsessive neurosis as a clinical entity 
may exist throughout the entire life of an 
individual continuously, or more frequently 
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episodically, without admixture of manifes- 
tations of a psychotic disorder. 

2. Obsessions may occur symptomatically 
in the course of chronic paranoia or dementia 
precox. In such cases the obsessions may be 
considered of the same order as any other 
morbid phenomenon characteristic of para- 
noid or schizophrenic types of individuals 
in whose life various morbid manifestations 
of a psychotic nature may occur episodically. 

3. When delusions in paranoia and de- 
mentia precox are fully developed, the 
former obsessive phenomena usually subside 
or disappear. 

4. Obsessions may occur in the course of 
many mental affections. 

5. A direct transformation of an obsessive 
into a delusional idea is possible. 

6. More frequently the obsessions form 
a point of departure for development of de- 
lusions by a process of argumentative inter- 
pretations that is especially strong in para- 
noid individuals, and this is particularly 
marked in cases in which the obsessions are 
persistent. 

7. A paranoid individual after having elab- 
orated his delusions may include into the 
latter his former obsessions. 


8. Transition of obsessions into delusions 
may be observed besides paranoid states also 
in affections of a depressive character, espe- 
cially when the latter repeat themselves and 
are persistent. 

g. The existence of obsessions in the life 
of an individual has no direct bearing upon 
the form of psychosis that may develop later. 
It only implies the existence in that indi- 
vidual of a dissociation of personality that 
reaches its maximum during the paroxysm. 
The previous considerations concerning this 
type of individual imply that there is a pre- 
disposition to mental disorders. 

The newer conception of dissociation of 
personality, concerning the forces at work in 
the formation of obsessions, which may or 
may not develop into delusions, is of great 
value and very fruitful in the consideration 
of the subject under discussion, but this pre- 
sents a different aspect of the present thesis. 
My sole object was to illustrate with ob- 
served clinical material the diagnostic and 
prognostic relationship of obsessions to psy- 
chosis. The mere existence of obsessions 
especially for a prolonged period of time 
or years renders the individual potentially 
psychotic. 
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PROBLEMS OF SOCIAL ADJUSTMENT FOLLOWING LOBOTOMY 
C. KNIGHT ALDRICH, M.D.,’ Mrnneapotis, Minn. 


Although many authors(1-4) have indi- 
cated the significance of careful rehabilita- 
tion as an extremely important determinant 
of the success of lobotomy, few studies have 
emphasized the problems that arise from a 
failure to be sufficiently strict in adherence to 
these principles. Finesinger(5) has warned 
of the tendency to gloss over failures and 
defect states resulting from lobotomy and 
has recommended further follow-up. This 
type of study has been undertaken by Frankl 
and Mayer-Gross(6), who emphasize the 
frequent occurrence of irresponsibility and 
lack of depth of feeling in these people, and 
by Malone(7), who shows the need to con- 
sider the attitude of the community toward 
an individual who is moving on a lowered 
emotional and personality level, with a di- 
minished concern as to consequences. 

In the assessment of postoperative 
changes, Kalinowsky and Scarff(8) point 
out the importance of interviews with the 
patient’s relatives as compared with psychi- 
atric examinations, and Freeman and Watts 
(9) say, “The patients usually are on their 
good behavior in the presence of strangers, 
and give way to their childish exuberance 
only in the family surroundings.” It would, 
therefore, seem reasonable that a family 
agency, with its emphasis on the social ad- 
justment problems of families as contrasted 
with the traditional medical emphasis on the 
symptoms of patients, has some strategic ad- 
vantages in the evaluation of results of lo- 
botomy. 

This study surveys some of the problems 
of all 10 families known to the Family and 
Children’s Service of Minneapolis up to 
December 1949, in which a member has un- 
dergone surgery to the brain for treatment 
of a mental disorder. Although all agency 
cases are included, this is not a true sample 
of all the patients with lobotomy in this 
geographical area; patients making an ad- 


1 Assistant Professor of Psychiatry and Medi- 
cine, University of Minnesota Medical School; 
Consultant in Psychiatry, Family and Children’s 
Service of Minneapolis. 


equate adjustment would not be likely to be 
represented. The emphasis in this study 
is not on the success or failure of lobotomy 
as far as the patient’s comfort or release of 
tension is concerned. It does illustrate some 
of the problems that families, particularly 
those with limited resources, may encounter 
after the patient comes home. 


CasE REPORTS 


Case 1.—A 33-year-old male schizophrenic, on 
whom lobectomy(10) had been performed after 
many years’ apparently hopeless illness; the re- 
sulting relative improvement led his aunt to take 
him out of the hospital against medical advice 
although he was still clearly psychotic, as evi- 
denced by continued delusions, hallucinations, and 
loss of contact. She is a disturbed woman who 
cannot bring herself to give up her efforts and 
return him to the hospital; she brought him to 
the agency in a futile attempt to get a job for him. 

Comment.—There is no evidence here that lobec- 
tomy has complicated the social adjustment; partial 
remission from any cause would undoubtedly have 
led to a similar situation. 


The remaining cases were treated by pre- 
frontal lobotomy. 


Case 2.—A 46-year-old woman with a history 
of 7 hospitalizations for mental illness; she has 
been known to the agency and to many psychiatric 
facilities for years. She underwent a prefrontal 
operation with an anterior approach late in 1948. 
In the last year she has been able, with case work 
help, to remain out of hospitals, although still 
troubled by many of her previous complaints. 

Comment.—Lobotomy seems to have been at 
least of temporary help to the patient. 


Case 3.—A 32-year-old woman comes for voca- 
tional counseling and help in handling job discrimi- 
nation. She states that since her surgery (2 years, 
9 months ago) she is “an entirely different and 
happier person,” but that employers hesitate to 
hire her. 

Comment.—This is, apparently, a successful re- 
sult, although the patient alone was seen. Even 
psychiatric interviews, however, may reveal little 
of the postoperative adjustment, and contacts with 
the family are necessary to indicate the true picture. 


Case 4.—A 27-year-old woman, after the birth 
of her third child in November 1946, developed 
depression and an impulse to hurt her children. She 
was hospitalized in February 10947, diagnosed 
schizophrenia, received electric shock treatment, 
and improved to the point where she went home 
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on pass in June 1947. She did not maintain her 
improvement, however, and soon returned to the 
hospital, where surgery was performed in Sep- 
tember 1947, Io months after the onset of symp- 
toms. Although her children were in a boarding 
home when she returned, her husband insisted that 
it was her duty to care for them and they were 
brought home. Her behavior, however, soon led 
him to get a divorce, and she now lives with her 
mother, an epileptic brother, and 2 of her 3 children 
(the third is placed). She came to the agency in 
the fall of 1949 for help in dealing: (1) with her 
tendency, developed since the operation, to fly off 
the handle and scream at the children; (2) with 
her inability to hold a job for more than 2 or 3 
days; and (3) with her periodic alcoholic excesses. 
Her epileptic brother, aged 18, also sought agency 
service at about this time to assist him to move 
out of the home, which had become unbearable 
to him since the return of this sister. 

Comment.—Since surgery in this case was 
performed within 4 months of her departure from 
the hospital on pass following improvement with 
electric shock therapy, it is questionable whether 
the possibilities of more conservative treatment had 
been exhausted. In addition, the posthospital su- 
pervision seems to have been minimal; the family 
was not prepared for her return, nor helped to 
deal with her after she arrived. 


Members of the patients’ families were 
the clients in the remaining cases. 


Case 5.—The widowed mother of this 26-year- 
old diabetic woman came for help because her 
daughter suffered frequent insulin shocks brought 
on by taking more than the prescribed dosage of 
insulin. The patient had had an illness character- 
ized by incapacitating compulsiveness that required 
hospital care for a protracted period in 1943 and 
1944. She improved, however, to the point where 
she could live at home and work in a bank down- 
town. In December 1947 she gradually became 
nervous and tense, was hospitalized for 2 weeks 
in a private hospital and a lobotomy performed. 
Although she returned to her job, her irritability, 
frequent insulin shocks, and inability to do her 
work or be on time has recently caused her to be 
discharged. Before surgery she had spent an hour 
in rituals before leaving for work each morning, 
but was conscientious about getting there on time; 
after surgery she took 2 hours to get ready and 
then wasn’t too concerned about getting there. 
Her mother could not support her, felt guilty about 
having consented to the surgery, and did not wish 
her to be hospitalized again. After a great deal 
of discussion with the caseworker, the mother con- 
cluded that rehospitalization was the only answer, 
and the patient was taken to the City Hospital 


for observation. She was later released, however, 


with the statement that commitment was not 


necessary. 
Comment.—This case brings out the dilemma 
of the patient who is unable to adjust outside a 
hospital, yet is apparently not eligible for rehospi- 
talization. It also suggests that the feelings of the 


relative who signs the surgical permission may be 
more complicated than they seem on the surface. 
Marked ambivalence toward a psychotic relative 
is almost universal; the giving of permission to 
“cut the brain” may be unconsciously an extremely 
hostile act, producing enough guilt to forestall 
future consent for rehospitalization, or to prevent 
a husband or wife from taking definite steps to re- 
move a sick parent from contact with susceptible 
children. 


Case 6.—Both the husband and the wife, aged 
48, in this family were known to the agency for 
7 years prior to her commitment with a diagnosis 
of schizophrenia in 1941. She failed to improve 
following conservative management, and underwent 
lobotomy in February 1946. Her husband, an ex- 
tremely passive man with strong schizoid ten- 
dencies, was unable to voice the reservations he 
had when the hospital indicated in December 1946 
she might be ready for release, and felt obliged 
to take his wife home. The 3 children had been 
placed; 2 at a Lutheran Welfare home and 1 at 
a grandmother’s; they remained out of the home 
for the first few months. During this period, the 
husband requested agency help in making a decision 
whether or not to divorce her, but could not de- 
cide to do so. His wife soon insisted that 2 of the 
children return; he capitulated and she now com- 
pletely controls him, especially since he is unem- 
ployed and she has a job. She is impulsive, has 
bought a house and much furniture on time pay- 
ments that make it impossible for them to live 
within their budget; she frequently loses her temper 
and strikes her daughters. Her husband, mean- 
while, is becoming more and more confused and 
withdrawn, completely unable to handle this ag- 
gressive woman, so different from the shy, sensitive 
wife he married. 

Comment.—The importance of discussing the en- 
tire situation with a patient’s immediate relatives 
before operation is apparent from this case. The 
possibility of a personality change that makes the 
patient practically a stranger to his spouse must 
be recognized. 


CasE. 7.—The wife of this 32-year-old man had 
sought agency help with financial problems in 1942 
and again in 1946 because her husband could not 
control his spending. In addition, he was compul- 
sive, extremely orderly, and demonstrated bizarre 
food habits, and in 1946 she told of his sexual per- 
versions (compulsive masturbation, voyeurism, 
fetichism), which she feared would lead to his 
eventual arrest. These were of such intensity 
that he frequently felt compelled to walk for 
hours in the dead of winter in order to find an 
appropriate window through which to peep. He 
was hospitalized in March 1947, and after psy- 
chotherapy and shock treatment proved fruitless 
a lobotomy was performed in September 1947. 
There was an initial postoperative decrease in his 
sexual activities but recently a gradual increase 
approaching his preoperative level. In addition, he 
now is more irritable, arrogant, irresponsible, and 
self-indulgent; he alternately pampers and swears 


1950 


at his 
is so 
childre 
cannot 

Con 
preope 
family 
were 1 
his tr 
wife's 
sessive 
of as 
pulses, 
withou 
serious 


CAs! 
came t 
in deal 
age fre 
in Feb 
noid 
the su 
remain 
tal, wl 
1949. 
coming 
her ho 
childre: 
extrava 
all her 
from h 
band is 
turn he 
to care 
plied b 
in Octe 
days a1 
have ex 
husbanc¢ 
job, car 
to help 

vision 
tion are 
these p 
average 
The uti 
learning 
on them 
in the n 


CASE 
sought ; 
chotic e 
tive, wit 
1938 for 
again fo 
1947, at 
Since th: 
but for 1 
irritable 
for awhi 
to discif 
they cry. 
dinner ar 


1950] 


Cc. KNIGHT ALDRICH 461 


at his 3 children. He still holds his job, but life 
is so tense and unpredictable for his wife and 
children that she now desires a separation, although 
cannot yet feel free to take action. 

Comment.—Although this man was miserable 
preoperatively and now feels much less tense, his 
family are more uncomfortable; his children, who 
were relatively unaware of his disturbance before 
his treatment, are now afraid of him; and his 
wife’s sympathy has turned to resentment. If ob- 
sessive-compulsive behavior is properly conceived 
of as a defense against aggressive or erotic im- 
pulses, the consequences of removing these defenses 
without providing adequate substitutes must be 
seriously considered. 


Case 8.—The husband of this 34-year-old woman 
came to the agency in the summer of 1949 for help 
in dealing with his wife and 4 children (ranging in 
age from 2 to 11). His wife was first hospitalized 
in February 1948 for what was apparently para- 
noid schizophrenia; she was home for a while in 
the summer of 1948 but neglected the children, 
remained psychotic, and was returned to the hospi- 
tal, where she had a lobotomy in the spring of 
1949. Since her return she has been steadily be- 
coming worse; she is irresponsible, cannot finish 
her housework, swears at and quarrels with her 
children, stays in bed all morning and is extremely 
extravagant. Her 11-year-old daughter now spends 
all her time except for eating and sleeping away 
from home in order to evade her mother; her hus- 
band is embarrassed by her but hesitates to re- 
turn her to the hospital. Because of her inability 
to care for her children, a housekeeper was sup- 
plied by the Department of Public Welfare, but 
in October 1949 this arrangement was cut to 3 
days a week, with the reason given that “she should 
have experience in accepting responsibilities.” The 
husband finds it increasingly difficult to hold his 
job, care for the children and home, and attempt 
to help his wife. 

Comment.—Although patient and tactful super- 
vision after return home and gradual rehabilita- 
tion are emphasized by many writers in this field, 
these procedures are almost impossible for the 
average family, particularly with small children. 
The utilization of children in the process of re- 
learning responsibility may have unfortunate effects 
on them. This problem is more strikingly evident 
in the next 2 cases. 


Case 9.—The wife of this 33-year-old man first 
sought agency help at the time of his third psy- 
chotic episode, in 1947. The patient, a shy, sensi- 
tive, withdrawn individual had been hospitalized in 
1938 for 6 months, married in 1942, was hospitalized 
again for 6 months in 1944 and for a third time in 
1947, at which time a lobotomy was performed. 
Since that time he has held 2 jobs for short periods, 
but for the most part has been unemployed. He is 
irritable with his children; he plays with them 
for awhile, then gets angry and steps on their toes 
to discipline them, and then becomes furious if 
they cry. He takes meat from their plates during 
dinner and, when his wife remonstrates with him, he 


makes raucous sexual jokes about it. He demands 
intercourse incessantly; his wife, who comes to 
the agency because she is about to have her third 
child and does not dare leave the children with 
him while she is hospitalized, has been instructed by 
her physician to limit intercourse, and her husband 
tells her plainly that if this is so he must find 
gratification elsewhere. She is distressed at the 
future prospect of more children, as her religion 
prohibits the use of contraceptives. However, she 
has felt considerable guilt at having authorized 
the operation, and when the possibilities of his 
return to the hospital were discussed, she failed to 
keep further appointments. 

Comment.—The comments following cases 4, 6, 
7, and 8 seem applicable here. 


Case 10.—The husband of this 40-year-old wo- 
man first sought agency help for the care of his 
children in August 1947, when his wife returned 
to the hospital for the second time for treatment 
of a schizo-affective psychosis. Lobotomy was 
performed in February 1948 and she was dis- 
charged in May 10948. She stays up now most of 
the night, gets meals hours late, if at all, continually 
blames her husband for her hospitalization, argues 
with him incessantly, and on one occasion called 
the police to settle a discussion. Her relatives, 
2 of whom have had hospitalizations for mental ill- 
ness, side with her and intensify her husband’s guilt 
for consenting to the operation. She is extremely 
hypercritical toward her 3 children, particularly 
toward the 16-year-old boy. The 8-year-old boy 
locks himself in the bathroom to evade his mother’s 
profane rages, is reported to. have become tense 
and disturbed in school, masturbates openly, and 
has commenced petty thievery. The nursery school 
reports the 4-year-old daughter becoming more 
withdrawn, wandering off by herself and day- 
dreaming most of the time. After over a year of 
agency assistance, the husband is just now taking 
steps to have her hospitalized; the situation is acute 
because several housekeepers have left and he can 
neither find nor afford replacements. 

Comment.—Outwardly, at least, these children 
seemed to adjust better when their mother was 
in the hospital than when she was home. 


SuMMARY 


The problems of all 10 of the clients of 
a family agency who have had psychosurgery 
are reviewed. From the point of view of 
several of the families, continued hospitaliza- 
tion of the patient would have presented 
fewer problems than resulted from surgery 
and discharge, although in many cases the 
patients themselves seemed to be more com- 
fortable after operation. From a considera- 
tion of these cases, the following conclusions 
are drawn: 

1. The problems of social adjustment fol- 
lowing lobotomy are of such magnitude that 
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a conservative approach to the selection of 
patients is indicated. 

2. The attitudes and resources of the 
family should receive greater consideration 
in the selection of patients for lobotomy. 

3. The motives and feelings of the respon- 
sible relative should be more carefully ex- 
plored prior to surgery, and the possible 
aftereffects of the operation explained. 

4. Patients who have undergone lobotomy 
require a great deal of predischarge reeduca- 
tion and postdischarge supervision, par- 
ticularly when they return to homes with 
children. 
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A METHOD OF EVALUATING A THERAPEUTIC AGENT * 


RESULTs IN A StuDY OF DIBENAMINE 


ALBERT J. STUNKARD, M.D., Battimore, Mb. 


Part I. MeEtTHop 


This paper describes a method of evaluat- 
ing the effectiveness of a therapeutic agent in 
the management of patients suffering from 
psychiatric disorders. 

During the course of investigations on the 
use of the adrenergic blocking agent, di- 
benamine (described in Part II of this 
paper), there developed need for such a 
method to make possible an adequate rep- 
resentation of results. The following is a 
consideration of the issues raised in this 
undertaking and of the methods developed 
for their solution. 

A satisfactory evaluation of the results of 
therapy has traditionally been one of the 
troublesome problems of psychiatry. To 
demonstrate the effectiveness of an agent 
it must be shown that the patient’s progress 
while receiving it is significantly better than 
when he is not, other factors remaining con- 
stant. In a field in which every change is 
multiple determined, the principal issue thus 
becomes the establishment of categories com- 
parable except for the single variable under 
consideration. 

An attempt was made to do this by com- 
paring the patient’s progress while on di- 
benamine and on placebo medication during 
time-periods in which conditions were main- 
tained as equivalent as possible. By the in- 
clusion of a sufficient number of such periods 
factors not under investigation would be off- 
set through the equal chance of their occur- 
rence during a control period. 

Method of Rating Progress—To allow 
such a comparison, a method of measuring 
the patient’s progress is required. In prac- 
tice, periods of 7 or 10 days were used, and 
when an attempt was made to rate progress 
during such a period it was found that the 
data tended to fall into significant and easily 
repeatable categories. Thus using as a base 
line the patient’s condition on the day 


1 From the Henry Phipps Psychiatric Clinic, The 
Johns Hopkins Hospital. 


medication was started, improvement could 
readily be described as varying from +1 to 
+4, with increase in symptoms measured 
on a scale of from —1 to —4; 0 indicating 
no change. On this scale a rating of +1 is 
used to represent the smallest improvement 
that can be considered unequivocal, a +4 
complete or almost complete relief of symp- 
toms, with +2 and +3 moderate and marked 
improvement respectively. Conversely, the 
slightest increase in the disease picture that 
is still definite is represented by —1; —4 
refers to a severe decline in a patient pre- 
viously only slightly symptomatic, and —2 
to moderate and —3 to marked intensifica- 
tion of the morbid process. It was surprising 
how readily the patient’s progress fell into 
one of the above categories, and how con- 
sistently these ratings could be made by dif- 
ferent observers. Despite the fact that most 
of the cases were rated by 2 observers, only 
in rare instances was there any disagreement 
over ratings and this never extended beyond 
one unit. 

When the study of each patient was com- 
pleted, the ratings were averaged to obtain 
a score for progress on each agent. For the 
final comparison of effectiveness the placebo 
rating was subtracted algebraically from 
the dibenamine rating, the result being the 
expression of the relative progress of the 
patient on dibenamine in comparison with 
what would be expected had he not received 
the drug. 

In measuring the patient’s progress 3 
sources were used—the patient’s, the physi- 
cian’s, and the nurses’ observations. It was 
generally found that the most appropriate 
representation was obtained if each of the 3 
sources was accorded approximately equal 
weight in forming the final evaluation of 
progress. The chief exception to this was 
in the case of disturbed patients in whom 
observation of behavior was weighted more 
heavily. 

The physician recorded his and the pa- 
tient’s impressions at least once and usually 
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twice for each period on a special form. 
This was filled in with the patient’s esti- 
mate of (1) how he feels, (2) anxiety, 
(3) other symptoms, (4) appetite, (5) 
physical energy, (6) interest in activities, 
(7) attention span, (8) sociability. The 
physician recorded his observation of the pa- 
tient’s current behavior together with his 
impression of the progress in therapy. The 
nurses’ observations were recorded daily on 
the nurses’ notes, the behavior chart of 
the Henry Phipps Psychiatric Clinic(1), and 
on the sleep chart. 

To further the objectivity of the evalua- 
tion, the physician and nurses making the ob- 
servations were unaware of whether the 
patient was receiving dibenamine or placebo 
and final ratings were made before this in- 
formation was disclosed. 

Discussion of Method.—A method is de- 
scribed that should be applicable to the 
evaluation of any agent whose presumed 
beneficial effects occur during the period of 
administration. Through its use it is possible 
to arrive at a single number representing the 
effectiveness of a therapeutic agent in a par- 
ticular case measured on a scale that could 
theoretically extend from +8 to —8&. By 
thus allowing the expression of the relevant 
aspects of a vast amount of divergent data as 
a single numerical concept, comparison of a 
series of cases becomes feasible. 

This is achieved at the price of a certain 
disregard for representation of more subtle 
changes such as a shift from anxiety to a 
more depressive symptomatology. Since 
this, however, is not the subject under in- 
vestigation its omission in this connection 
seems justified. The appearance of any such 
trend could be separately noted ; in this study 
none was observed. 

A more serious difficulty arose in the 
evaluation of a change, the future develop- 
ments of which were not apparent. Thus 
more disturbed behavior or greater anxiety 
in a patient who had previously been with- 
drawn might result from an abandonment 
of old defences in the course of a general 
improvement. A wholly satisfactory solu- 
tion to this problem was not found even 
when the patient’s entire course under treat- 
ment was considered in making the evalua- 
tion. Fortunately for this investigation such 
situations occurred rarely. 


Using as a base line the patient’s condition 


at the start of the trial period rather than a 


predicated prepsychotic personality as pro- 
posed by Malamud(2) has the value of re- 
placing an unverifiable factor by data of the 
same character as are used in the subsequent 
assessment of progress. 

This method provides a safeguard against 
a falsely low valuation of the drug that might 
occur in a patient whose condition was be- 
coming worse due to extraneous factors. In 
such a case a slower rate of decline while 
on the drug is scored as representing thera- 
peutic effectiveness. Similarly in a patient 
who is already improving, effectiveness of 
the drug can be recognized by a relatively 
more rapid rate of improvement while re- 
ceiving it. 

Most of the conventional arguments 
against the validity of psychiatric investiga- 
tion—the undue influence of incidental fac- 
tors, the contagion of therapeutic enthusiasm, 
biased reporting of results—are met by the 
method of comparing equivalent periods as 


described. 


Part II. APPLICATION 


The above-described method was used in 
investigations into the effectiveness of di- 
benamine ? as a therapeutic agent in patients 
suffering from psychiatric disorders. Dt- 
benamine (N, N dibenzyl-beta-chloroethyl- 
amine) has been reported by Nickerson(3, 
4) to establish a blockade of excitatory 
adrenergic responses while leaving unaf- 
fected adrenergic inhibition. On the premise 
that “the emotions of anxiety, fear, panic, re- 
sentment and anger are accompanied by the 
presence in the blood of increased amounts 
of adrenergic substances,” and that these 
substances play a part in the production of 
symptoms, this drug was given to psychiatric 
patients by Rockwell(5). He reported “mild 
to very marked” therapeutic affectiveness in 
every one of 50 patients selected on the 
basis of prominence of these emotions, ir- 
respective of diagnosis. The present study 
is an effort to evaluate the effects of the 
drug when administered to 30 patients. 


2 Dibenamine and placebo medication for this 
study was supplied by Mr. William M. Swain of 
the Smith, Kline and French Laboratories, Phila- 
delphia, Pa. 
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Procedures.—Dosage of the drug was that 
recommended by Rockwell, 260 mg 3 times 
a day after meals. This was given for a 
period of either 7 or 10 days, usually alter- 
nating with a period of similar duration of 
placebo medication. Because of the duration 
of action of dibenamine, a period of 36 hours 
was allowed to elapse in most cases between 
the end of a period on dibenamine and the 
beginning of a placebo period. 

The condition of each patient was evalu- 
ated during each period by the patient him- 
self, his physician,* and in most of the cases 
by one other physician, and by his nurses, 
none of whom knew whether he was receiv- 
ing dibenamine or a placebo. These evalua- 
tions were then used to calculate a rating for 
each period that would indicate change in 
the patient’s condition for better or for 
worse ranging from +4 to —4. Finally the 
ratings were compared to estimate the dif- 
ferential between dibenamine and placebo pe- 
riods, as described above. 

Of the 30 patients studied, 27 were inpa- 
tients at the Henry Phipps Psychiatric Clinic, 
while 3 were followed as outpatients. Of 
the former all had been in treatment at least 
a month with various members of the house 
staff before their inclusion in the series. 
While receiving dibenamine they continued 
without change in their previous regimens 
except under special circumstances. 

The one requirement for inclusion in the 
series was the presence of sufficient mani- 
festations of psychiatric disorder to permit 
improvement to be clearly manifest. All the 
patients so selected met Rockwell’s criteria 
of the prominence of at least one of the 
emotions of anxiety, fear, panic, resentment 
or anger. 

Before participation in the study all pa- 
tients were told that they were to be given a 
new medicine which had been reported to be 
of benefit in psychiatric illness, but further 
details of its possible effects were not dis- 
closed. 

Results.—The results of the investigations 
are summarized in Table 1. Considering a 


8 The assistance of the following physicians is 
acknowledged, with thanks; Drs. Rosemary Mc- 
Donald, Hugh Missildine, Alex Kelly, Barbara 
Young, Francis Weber, Eugene Meyer, Jr., Thayer 
MacKenzie, Mary Griffin, David Vail, David Le- 
Grand, and Taylor Statten, Jr. 


final differential of +1 or —1 as significant, 
it will be seen that in 16 out of 26 patients 
dibenamine had no apparent effect. In 7 
patients there was appreciable increase in 
symptoms, and in 3 patients improvement, 
on dibenamine as compared to a placebo 
medication. 

When the patients are compared as to pre- 
senting complaint or diagnostic category 
there is no deviation from this picture except 
in the group of depressions. Three of 5 de- 
pressed patients studied showed significant 
worsening in their condition on dibenamine. 
If this category is removed from the results 
it leaves 2 patients improved, 4 worse, and 
15 unchanged on dibenamine. 

The only toxic effects definitely attribu- 
table to dibenamine were nausea and vomit- 
ing, which were encountered in 11 of 30 
patients who received the drug. In 7 of 
these the symptoms were transitory and 
rather mild, in another 4 they were of such 
severity as to require discontinuation of the 
medication. Nausea and vomiting of mod- 
erate severity occurred in 2 patients on 
placebo. There was diarrhea in 3 patients 
on dibenamine and 2 patients on placebo. 

Discussion.—An analysis of the data on 
the 3 patients whose condition was consid- 
ered improved on dibenamine revealed the 
following. Patient No. 14 (R. D.) received 
a positive score largely as a result of a sin- 
gle —2 period on placebo. Patient No. 17 
(Z. N.) received a positive score owing to 
the more favorable position of the dibena- 
mine periods during a course of improve- 
ment, then decline. Patient No. 24 (M. X.) 
showed slight improvement on 2 dibenamine 
periods and none during one placebo period. 

It is difficult to assess the finding of an 
increase in symptoms in 3 of 5 depressed 
patients receiving dibenamine. In view of 
Rockwell’s report of “a tendency of the 
patients to become more aware of the de- 
pressive effect,” this may be significant. In 
no such case was there any improvement 
in the anxiety symptoms; indeed, there 
was an increase in such symptoms in all 3 
patients. 


SUMMARY 


1. A method of evaluating a therapeutic 
agent in psychiatric disorders is described. 
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466 A METHOD OF EVALUATING A THERAPEUTIC AGENT 
TABLE 1 
Medication 
Patient Diagnosis rating 
Manic-depressive psychosis, manic phase.... D D P 
0 oO 
ON. “ada Psychotic depressive reaction (agitated de- P D D P 
Psychotic depressive reaction with anxiety.. P D P D 
o—2 
Obsessive-compulsive reaction ........... PPD P D 
o-+1-+1 Oo 
Phobic reaction, chronic, severe.......... P D P 
I-+I +1 
Anxiety reaction, schizoid personality. . P DP D 
0 oO oO 
Neurotic depressive reaction............... DP D P 
—2—3 +1 
Schizophrenic reaction, catatonic type..... P 
Schizophrenic reaction, hebephrenic type.. DP D P 
o-+2-+I1 
Hypochondriacal reaction ................. P DPD P 
o+2 0 0 0 
9 oe Anxiety and hysterical reaction............ P DPD 
4—3 +2+1 
Hysterical psychotic reaction............... P DP D 
2 0 8) 2 
Neurotic depressive reaction................ D P D P 
o —2 
Schizophrenic reaction, paranoid type...... DPD P 
0 0 0 
Oo Oo 
2 +I—I —2 
I+I O-+!1 
o-+I1 
Psychotic depressive reaction.............. D P 
-I —I 
Hysterical reaction with anxiety........... P 
+1I+1-+1 
Sr Anxiety reaction, chronic, severe........... P DPD 
+I—3 +2 
a Manic-depressive psychosis, manic phase.... P D P D 
4 0 0 0 
Anxiety reaction, chronic.................. DD P 
0 
Anxiety reaction, chronic, moderate........ P D 
—2—2 
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2. Advantages and disadvantages of such 
a method are discussed. 

3. This method is used in a study of the 
effects of dibenamine in 30 patients suffering 
from various psychiatric disorders. 

4. It is demonstrated that in the dosage 
used dibenamine is not more effective than 
a placebo in the care of patients as described. 

5. Nausea and vomiting occurred in 11 of 
30 patients receiving dibenamine, as against 
2 receiving placebo. 

6. An increase of symptoms was found 
in 3 of 5 depressed patients receiving di- 


x 


benamine. 
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CASE REPORTS 


FATAL MASSIVE GASTRIC HEMORRHAGE AS AN IMMEDIATE 
COMPLICATION OF METRAZOL SHOCK THERAPY 
SOL LEVY, M.D., Mepicat Lake, Wasu.! 


Abdominal complications following con- 
vulsive therapies for mental disorders seem 
to occur very infrequently. Moore and 
Friedman(1) reported on the occurrence of 
ruptured duodenal ulcer in 2 patients previ- 
ously treated with metrazol; however, these 
perforations occurred 9g and 17 months re- 
spectively following metrazol therapy and 
thus appear to be of somewhat doubtful 
relationship to the treatment if one does not 
assume the neurogenic explanation of the 
authors. Tuta and Batko(2) reported a 
death from a perforated duodenal ulcer 5 
days after a metrazol convulsion and there 
were also a few abdominal complications re- 
ported following electroconvulsive therapy 
(3, 4)- 

The following report as far as could be 
ascertained represents the only case in which 
a fatal massive gastric hemorrhage has 
occurred within hours following metrazol 
shock therapy. 

J. K., a white male, age 28, was admitted 
to Eastern State Hospital (State of Wash- 
ington) with a diagnosis of schizophrenia, 
paranoid type, of at least 8 years’ duration. 
Onset was gradual with stationary affect, de- 
lusions of persecution, and auditory halluci- 
nations. Family, development, medical, occu- 
pational, recreational history, etc., all were 
essentially negative. During a previous hos- 
pitalization he received both insulin coma and 
electroconvulsive therapy as well as a trans- 
orbital lobotomy. His behavior improved 
following the latter procedure and he was 
released on parole only to be returned to the 
hospital a few days later after having fatally 
stabbed his niece without warning. Mental 
examination on admission showed patient to 
be apathetic, disinterested, preoccupied, and 
daydreaming. Delusions of persecution and 
auditory hallucinations were present. He 


1 Eastern State Hospital. 
468 


was confused and completely lacking insight 
and judgment. Physical, neurological, and 
laboratory data were all within normal limits. 

His adjustment at this hospital was ex- 
tremely poor. He continued acutely dis- 
turbed, combative and homicidal, and on sev- 
Delusions and 
hallucinations persisted. Since insulin coma 
and ECT had been given previously without 
much success he was placed on metrazol shock 
treatment and reacted with grand mal con- 
vulsions to 15 treatments without evidence 
of any complications. The 16th treatment 
consisted of 10 cc. of metrazol to which he 
responded with a grand mal convulsion. The 
immediate postconvulsive state was good. 


eral occasions also suicidal. 


After resting in bed for 45 minutes he was 
allowed to get up but shortly thereafter sud- 
denly developed severe gastric pain and 
started to vomit bright red blood. The hem- 
orrhage was extremely massive and he im- 
mediately went into shock. A diagnosis of 
bleeding ulcer was made and adequate treat- 
ment including blood 
transfusions was started, but in spite of all 
measures the hemorrhage continued and the 
patient died approximately 6 hours after the 
first onset of symptoms. 


plasma and whole 


Autopsy revealed a small ulcer in the pos- 
terior wall of the stomach near the cardia 
and erosion into one of the posterior wall 
arteries. Immediate cause of death was at- 
tributed by the pathologist to massive gastric 
hemorrhage. 

This case is reported because it represents 
a rare complication following metrazol ther- 
apy that heretofore has not been reported in 
the literature. It is felt that in this patient 
the ulcer developed on the basis of the neuro- 
genic theory first suggested by Rokitansky in 
1841 and later proved by Cushing(5), and 
that the immediate complication in the form 
of the fatal massive gastric hemorrhage was 
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entirely due to the strong pressure caused by 
the metrazol therapy 


BIBLIOGRAPHY 


1. Moore, C. D., and Friedman, S. A note on 
the occurrence of ruptured duodenal ulcer in two 
patients previously treated with metrazol. Psy- 
chiat. Quart., 15: 380, April I94I. 


2. Tuta, J. A., and Batko, J. M. An acute 


perforated duodenal ulcer following metrazol ther- 
apy. Am. J. Med. Sc., 204: 107, 1942. 

3. Norman, J., and Worthington, R. V. Electric 
shock treatment in 100 cases. Dis. Nerv. Syst., 
5: 236, 1944. 

4. Ziegler, L. H. Discussion of physical risks in 
convulsive therapy. Arch. Neurol. and Psychiat., 
48: 1019, 1942. 

5. Cushing, H. Chapter Four in Papers Relat- 
ing to the Pituitary Body, Hypothalamus and 
Parasympathetic Nervous System. Springfield, II1., 
Charles C. Thomas, 1932. 


— 


CORRESPONDENCE 


MENTAL HEALTH PROGRAMS OF THE STATES 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: The recent publication of the book, 
“The Mental Health Programs of the Forty- 
Eight States,’ by the Council of State 
Governments is a concrete evidence of the 
recognition mental health has achieved in 
governmental thinking. It is an excellent 
compilation of facts and figures, of analyses 
and recommendations. The compilers and 
the advisory committee are certainly to be 
congratulated upon the completion of an 
excellent guide for state governments. 

There is one issue on which very positive 
recommendations are made with which, in 
my estimation, there is some room for dis- 
agreement. This concerns the question of 
the soundness of placing the mental health 
authority required to be designated under 
the terms of the National Mental Health Act 
in a department of state government other 
than that which administers the state hospi- 
tals. That this procedure is unwise is first 
stated in the Summary and Recommenda- 
tions, No. 19, on page 7, and is again stated 
in the chapter on State Organization and 
Administration, page 96 ff. The implication 
is that it is quite illogical to have outpatient 
and prophylactic, educational services under 
a different administrative head from that 
controlling the hospitals. This is logical when 
seen from the point of view that the hospi- 
tals in all but a few areas of the United 
States form the major source for personnel, 
both in psychiatry and in the auxiliary pro- 
fessions of social work and psychology. 

It is less logical when looked at from the 
point of view of the skills involved in the 
organization and servicing the local com- 
munity in the field of health generally, and 
with the essential and basic problem, that of 
actually reaching the people who need help 
and education, placed in the foreground. The 
skills here involved are not those of the psy- 
chiatrist and his aids; they are skills that are 
the basic stock-in-trade of public health per- 
sonnel. The problem is not only making the 
psychiatrist available, but of making his time 


470 


maximally effective in service and 1n educa- 
tion. In prophylactic efforts, the issue is 
how to reach the maximum proportion of the 
population effectively ; this is the issue with 
which public health is primarily concerned 
and to accomplish which it has developed 
techniques. It is for this primary purpose 
that health departments use some 5,000 phy- 
sicians and 25,000 nurses in direct relation- 
ship with families living in localities. These 
personnel are particularly skilled and prac- 
ticed in carrying out health promoting activi- 
ties and in organizing community effort to 
this end. The health officer makes use of 
specialists in pediatrics, orthopedics, venere- 
ology, cardiology, tuberculosis, etc., in ac- 
complishing his aim of promoting the health 
of the population. It would seem logical for 
him to use psychiatric personnel as he uses 
these other medical specialists, and logical to 
assume that he could use them with equal 
skill once an initial experimental and learn- 
ing period were passed. It is doubtful, and 
indeed experience indicates that in practice 
it has not proved to be so, that a psychiatric 
or mental hygiene service controlled exclu- 
sively by the department of government con- 
cerned with hospitalization could achieve the 
local organization and integration into the 
general health program that can be accom- 
plished when the integration is in the hands 
of the health officer. 

The history of tuberculosis prophylaxis 
and case finding shows that these efforts are 
less effective when they stem from the tu- 
berculosis hospital than when they stem from 
and make maximal use of the personnel of 
the health department. There is no evidence 
that the same is not true in mental health 
promotion. 

The alternative suggested in the report 
(page 99) is that the Public Health De- 
partment administer the hospitals. This has 
frequently happened in tuberculosis pro- 
grams and has worked out successfully. It 
is the pattern in many European countries 
and, in Sweden, has apparently made pos- 
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sible improvements in the care of post- 
hospitalized patients. But one state in this 
country, Vermont, is experimenting with 
this type of administration, and this experi- 
ment is of too short duration to have fur- 
nished any data for judgment. The problem 
in mental hospitalization is far greater in 
size and in financial load than is the case in 
tuberculosis, and the independence of the 
psychiatric hospital department is grounded 
in long tradition that cannot be lightly 
thrown aside. For most parts of the country, 
one must conclude that, even if the state 
psychiatric hospitals were included in the 
responsibilities of the health department, 
their special problems would necessitate a 
separate administrative setup hardly dis- 
tinguishable from the present methods of 
management. In general, health departments 
tend to oppose any movement in this direc- 
tion, however logical, because they fear their 


other functions would be engulfed in the 
ocean of mental hospital administration. 
The Report stresses that cooperation and 
coordination between the various depart- 
ments of state government concerned with 
mental health should exist to the highest 
possible degree. When such coordination 
does exist, the location of the authority is 
not important. There is some danger that 
the importance of the community-organizing 
skills and the techniques for bringing service 
and education to the ultimate consumer that 
are inherent in the training and the practice 
of the health officer will not be valued highly 
enough when these considerations are not 
recognized along with the psychiatric skills 
and resources. 
V. LemxKau, M.D., 
School of Hygiene and Public Health, 
Johns Hopkins University. 


COMMENT 


SCHOOL OF 


This spring, the Board of Regents of the 
University of California formally created at 
the University what is probably the first 
fully organized school of criminology in the 
United States. There are, of course, other 
institutions teaching criminology as formal 
courses ; the recent directory of such courses 
prepared by the Society for the Advance- 
ment of Criminology lists 20 such crimino- 
logical curricula offered in America. Almost 
all these programs, however, are classified 
under various other departments. The Uni- 
versity of California’s School of Crimi- 
nology is apparently the first completely sepa- 
rate and autonomous school organized to 
study and teach at the graduate and under- 
graduate levels in all phases of the work. 

While there are naturally comprehensive 
courses in criminalistics, police administra- 
tion, penology, etc., of most interest to psy- 
chiatrists is the fact that for the first time 
in any criminological teaching setup a full- 
time psychiatrist has been appointed as Pro- 
fessor of Criminology to teach and under- 
take research in the psychological and 
psychiatric aspects of criminology. It seems 
strange that such an appointment was not 
made years ago, and the cause lies probably 
in the failure of most American and Cana- 
dian psychiatrists to concern themselves with 
criminology. Certainly here is a field of re- 
search covering an immense and unknown 
area which is as important from a psychi- 


CRIMINOLOGY 


atric point of view as any of the other sec- 
tions of our specialty. 

A few hardy souls have for many years 
been endeavoring to develop interest along 
these lines. Twenty-five years ago, Dr. Her- 
man Adler, working in conjunction with 
Chief of Police August Vollmer, began lay- 
ing the foundations of a school at the Uni- 
versity of California. As a result of Dr. 
Adler’s efforts, psychiatry and psychology 
were included as part of the basic structure 
of the program, and at present all students 
are required to take courses not just pre- 
sented by any psychologist as elsewhere, but 
specifically organized to present the problems 
of personality development and breakdown 
from the criminological point of view. In 
addition, the psychiatric section of the school 
is concerned with problems of detection of 
deception and interrogation—two phases of 
criminal investigation that can be better stud- 
ied from a medical-psychiatric point of view 
than by the routine police approach. 

Teaching is at the undergraduate and 
graduate levels, and vast research facilities 
and case material are provided through the 
cooperation of the Berkeley Police Depart- 
ment, the Alameda County Sheriff’s Office, 
and San Quentin Prison. The formation of 
the School, with its psychiatric section, 
marks the beginning of a new era of teach- 
ing and research in the psychiatric aspects 
of criminology. 

Douctas M. Ke ttey, M.D. 


A PSYCHIATRIST 


At the request of the Ministry of Health 
of Israel, and under the auspices of the 
Committee for Mental Health in Israel and 
the American Fund for Israeli Institutions, 
a psychiatric mission visited Israel in Sep- 
tember, 1949, to survey the mental health 
needs of the Israeli population and to help 
formulate a comprehensive mental health 
program to meet the needs. It was the 
writer’s privilege to serve on this mission 
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LOOKS AT ISRAEL 


with Dr. M. Ralph Kaufman, psychiatrist-in 
chief, Mt. Sinai Hospital, New York, Chair- 
man, and Dr. Paul Friedman, New York 
City. Thanks to the magnificent preparation 
of the Ministry of Health, and that of all 
professional organizations and_ individuals 
concerned with the mental health problems 
of Israel, we were able to achieve our main 
objectives. 

Israel, which occupies a land area about 
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the size of New Jersey and boasts an Ari- 
zona-like climate, has a population of over 
1,000,000 people. About 40% of this popu- 
lation immigrated to Israel in the last year. 
The immigrants came from some 50 differ- 
ent national and cultural groups and have 
only one factor in common, their Jewish 
tradition. Poland, Germany, China, India, 
Morocco, and Yeman are only a few of the 
sources of the thousands streaming into this 
ancient land and new country. 

In addition to the staggering problem 
of housing and feeding its new citizens, 
Israel is faced with the problem of cultural 
assimilation of its variegated population. 
One of the largest and most significant so- 
ciological and cultural “experiments” of all 
time is now in progress in Israel. The psy- 
chiatric and psychological implications for 
the people involved are self-evident. Add to 
all this the fact that many of these immi- 
grants are survivors of Nazi concentration 
camps or refugees from near slavery with 
all that this implies in terms of attitudes to- 
ward authority, work, self, and the New 
Nation, and one begins to recognize the com- 
plexity of the situation. Further, individuals 
suffering from illnesses, physical or mental, 
are not only accepted in Israel, but are fre- 
quently given priority for admission over 
those who are healthy. 

There are no figures as to the incidence 


or prevalence of mental disorders, but it is 
evident that there are far too few personnel 
and facilities to cope with existing problems. 
For example, there are only about 700 beds 
for mental patients and the feeble-minded 
against an estimated need for 6,000. This 
estimate is based on the size of the current 
population, and does not take into considera- 
tion the influence of the immigration policy. 
There is no shortage of physicians (1 for 
each 200 of population), but there are very 
few psychiatrists and practically no clinical 
psychologists nor psychiatrically trained 
nurses or social workers. General medical 
facilities are seriously overcrowded. 

There exists, however, a sound basis upon 
which to build a good mental health program ; 
i.e., an intense desire for progress in all 
fields ; public awareness of the mental health 
problem; constructive efforts on the part 
of government authorities and professional 
groups to implement a program; some ex- 
cellent general medical facilities upon which 
to build ; and a university and medical school 
in which training of needed professional 
personnel can be carried out as soon as a 
nucleus of teaching staff can be obtained. 
With such a setting and a minimum of as- 
sistance from abroad, Israel can look for- 
ward to a rapidly developing mental health 
program. 

Dace C. Cameron, M.D. 


REPORT OF THE NOMINATING COMMITTEE 


Your Nominating Committee herewith submits the names of the following candidates 


for office for the period 1951-52. 


President-elect: D. Ewen Cameron, Montreal, Canada. 

Secretary: R. Finley Gayle, Jr., Richmond, Virginia. 

Treasurer: Howard W. Potter, Brooklyn, New York. 

Councillors: J. Fremont Bateman, Columbus, Ohio; Frank J. Curran, Charlotteville, 
Virginia; William B. Terhune, New Canaan, Connecticut ; John C. Whitehorn, Baltimore, 


Maryland (automatically elected). 


Auditor: Hervey M. Cleckley, Augusta, Georgia. 
(s) COMMITTEE 


WINFRED OverRHOLSER, M. D., Chairman 
Kart M. Bowman, M.D., 

Francis J. BracELtanp, M.D., 

Davip M. Levy, M.D., 

Harry C. Sotromon, M.D. 
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NEWS AND NOTES 


DELAWARE STATE HospiTaL DEDICATES 
New BuiLp1nc.—On October 10, 1950, took 
place the dedication program for the new 
Chief Justice Comegys building at the State 
Hospital, Farnhurst, presided over by Dr. 
M. A. Tarumianz. Dr. Philip Q. Roche, as- 
sociate professor of psychiatry at the Uni- 
versity of Pennsylvania, was guest speaker. 
The new building for criminal adults and 
criminally inclined juveniles has been named 
in honor of the chief justice who was on the 
bench at the time the State of Delaware 
pioneered in the care of the mentally ill by 
establishing the Delaware State Hospital. 


Dr. Davipson APPOINTED TO WASHING- 
TON REGIONAL OrFice.—The Veterans Ad- 
ministration has announced the appointment 
of Dr. Henry A. Davidson as chief of psy- 
chiatry for the 9 states in the Washington, 
D. C., Area Medical Office. In addition to 
private practice in Newark, N. J., his native 
city, Dr. Davidson has occupied numerous 
important posts, and those who attended the 
1950 Detroit meeting of the American Psy- 
chiatric Association will recall his masterly 
handling of the matter of revision of the 
Constitution and By-Laws, in his capacity 
as chairman of the committee appointed to 
deal with this revision. 

Dr. Davidson served from 1942-1946 in 
the Army Medical Corps, has been on the 
teaching staff at Jefferson Medical College, 
and since 1938 has been the very efficient 
editor of the Journal of the Medical Society 
of New Jersey. Fortunately he will be able 
to continue in this capacity. He has been 
designated a New Jersey delegate to the 
White House Conference on Children and 
Youth, which will meet in December 1950. 


PuiLtipPINE MentTAL HEALTH AsSOCIA- 
TION.—This new Association was organized 
March 9, 1950, with 328 members and with 
plans for a larger national organization for 
the Philippine Islands. The officers are: 
president, Manuel V. Argulles, M. D.; vice- 
president, Very Rev. Fr. Angel de Blas, 
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O.P., Ph. D.; treasurer, Helen Benitez, 
M. A.; secretary, Toribio Joson, M. D. 

The Philippine Mental Health Association 
has its own official organ, Mental Health, 
published in English, the first issue of which 
appeared in July 1950. Volume 1, Number 
I, contains articles by the president and other 
officers and members dealing with the im- 
mediate problems of the Association and is 
accompanied by a copy of the Articles of 
Incorporation and By-Laws of the Philip- 
pine Mental Health Association. Chairman 
of the editorial board is Dr. Sixto y Orosa. 

The new organization, with its official 
publication, Mental Health, represents a 
definite step forward in the work of mental 
health in the Philippines. To the new peri- 
odical the AMERICAN JOURNAL OF PsyYCHI- 
ATRY extends its best wishes. 

MentaL HycreNe Letters To Par- 
ENTS.—The Division of Maternal and Child 
Health of the Illinois Department of Public 
Health has initiated a program of sending 
to the parents of new-born children in the 
state a series of 12 letters at monthly inter- 
vals dealing with mental hygiene problems 
in child care. Judging by the replies from 
parents who have received these letters they 
have proved very welcome and helpful. 

We are informed that a small supply is 
available for mailing to parents outside the 
State of Illinois, on request to Dr. Samuel H. 
Kraines, 30 N. Michigan Ave., Chicago 2, 
or to the Department of Public Health, 
Springfield, IIl. 

VA SEMINAR, AMERICAN LAKE, WASH.— 
Dr. Franklin G. Ebaugh, professor of 
psychiatry at the University of Colorado, 
conducted a two-day seminar on “The Treat- 
ment of Emotional Disorders” at the Veter- 
ans Administration Hospital, American 
Lake, Wash., on October 2 and 3, 1950. The 
program comprised informal case confer- 
ences as well as formal presentation of the 
various therapies, including a critique of 
recent studies with ACTH. 
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Dr. OverHOLSER HoNoRED BARCE- 
LONA.—During his recent visit to France 
and Spain Dr. Winfred Overholser deliv- 
ered an address before the Royal Academy 
of Barcelona on October 16, and honorary 
membership in that body was conferred 
upon him. The subject of his address was 
the present state of American psychiatry. 


Dr. Von SALZEN HEADS THE INSTITUTE 
or Livinc.—In the September number of 
the Digest of Neurology and Psychiatry it is 
announced that the board of directors of the 
Institute of Living, Hartford, Conn., ap- 
pointed Dr. Charles F. Von Salzen as psy- 
chiatrist-in-chief to succeed the late Dr. C. C. 
Burlingame. Dr. Von Salzen had been as- 
sociate psychiatrist and executive officer of 
the Institute since July I, 1947. 

A graduate of the College of Physicians 
and Surgeons, New York City, Dr. Von 
Salzen served as a medical officer in the 
Army, 1941-1946 and later as director of 
professional services in the Veterans Ad- 
ministration for New York State and Puerto 
Rico. He is a member of the faculty of 
medicine, Columbia University. 


PRESBYTERIAN HospPITAL, PHILADELPHIA, 
Hotps PARENT GUIDANCE INSTITUTE.—The 
third annual Parent Guidance Institute at this 
hospital took place October 26 through No- 
vember 9. Theme of the Institute was proper 
discipline for children, and the program 
included sound films, lectures, and audience 
discussion. Fourteen psychiatrists and pedi- 
atricians took part. 


SoctaL EvoLtution.—Percy Williams 
Bridgman, Hollis professor of mathematics 
and natural philosophy at Harvard Uni- 
versity, in his book, “Reflections of a Physi- 
cist” (Philosophical Library, New York, 
1950), writes: 


Three stages of evolution can be recognized in 
the present philosophy of the relation of the indi- 
vidual to society. The first granted the right of 
the bright people to exploit the stupid; the second 
recognized the right of everyone to receive from 
society a reward proportional to his contribution 
to society ; and the third and present stage recog- 
nizes the right of the stupid people to exploit the 
bright ones. It is perhaps obvious that my sympa- 
thies are with the second, or the median, of these 
three philosophies. 


GERMAN PsycuiaAtric Ciinics.—As one 
of the features to commemorate the 75th 
anniversary of the Deutsche Medizinische 
Wochenschrift, F. Fligel contributes to the 
September 15, 1950, number of the Wochen- 
schrift a survey of the main developments 
and movements in German psychiatry dur- 
ing the past three-quarters of a century. 

He notes that at the beginning of this 
period psychiatry had found its place as an 
individual medical discipline, and that uni- 
versity chairs in psychiatry were established 
as clinics were set up in connection with the 
several universities. Dates of founding of 
the first 10 university psychiatric clinics 
were as follows: 1864, Berlin; 1866, Gott- 
ingen; 1869, Burgholzli in Zurich; 1871, 
Vienna; 1877 Heidelberg ; 1882 Leipzig and 
Bonn; 1886, Freiburg i. Br. and Strasburg ; 
1889, Halle. 


New State SErviceE.—Dr. Newton 
Bigelow, commissioner, New York State 
Department of Mental Hygiene, has an- 
nounced the appointment of Dr. Charles 
Buckman as assistant commissioner, effective 
October 15, 1950. He will be in charge of 
the department’s New York City office. 

Dr. Buckman received hs medical degree 
in 1922 from McGill University, Montreal. 
He is a diplomate of the American Board of 
Psychiatry and Neurology. He entered the 
state hospital service in 1923 and since May 
1949 has been director of Gowanda State 
Hospital. 

The appointment of Dr. Nathan Becken- 
stein as director of Syracuse Psychopathic 
Hospital, effective October 15, 1950, is also 
announced. In continuous state service since 
November 1929, Dr. Beckenstein became 
medical inspector for the department in 1947 
and has been acting assistant commissioner 
since May 1950. He is a diplomate of the 
American Board of Psychiatry and Neu- 
rology. In his capacity as director of Syra- 
cuse Psychopathic Hospital Dr. Beckenstein 
will be a member of the staff at Syracuse 
University. 


NortuH SwHore HeEAttH Resort.—This 
institution, in Winnetka, IIl., is sponsoring a 
series of lectures on “Normal Emotional 
Development.” The lectures will be given 
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the second Wednesday of each month from 
October through June, beginning with the 
subject of infancy and carrying through to 
old age. Nine outstanding speakers will take 
up the various aspects. Dr. Samuel Liebman 
is director of the North Shore Health Re- 
sort, which is located at 225 Sheridan Road, 
Winnetka. 


GENERAL SEMANTICS TRAINING PRO- 
GRAMS.—The Institute of General Seman- 
tics, Lakeville, Conn., announces a special 
spring seminar, April 1-8, 1951, to be con- 
ducted by Professor Irving J. Lee, of the 
Northwestern University School of Speech ; 
also the Eighth Summer Seminar-Workshop 
Course, August 5 to September 3, 1951. For 
information write to Miss M. Kendig, acting 
director of the Institute. 


DELAWARE STATE MEDICAL JOURNAL, 
MENTAL HyGIeENE NuMBER.—Following an 
annual custom, the August 1950 issue of the 
Delaware State Medical Journal is devoted 
to mental hygiene. The 23 papers are con- 
tributed largely by the staffs of the Delaware 
State Hospital and the Governor Bacon 
Health Center ; they discuss various services, 
therapies, and new concepts of mental health 
and disease. In the leading article Dr. 
Mesrop A. Tarumianz describes new state 
facilities for criminally inclined psychopaths 
in Delaware. 


SYMPOSIUM OF STATISTICS FOR THE CLIN- 
IcIAN.—The Journal of Clinical Psychology, 
Monograph Supplement No. 7, January 
1950, comprises a symposium on statistics 
for the clinician, to which 12 authorities con- 
tribute discussions of different aspects, be- 
ginning with Joseph Zubin of the New 
York State Psychiatric Institute. The vari- 
ous authors discuss the contributions statis- 
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tics can make to psychology and report their 
experience in adapting known methods to 
new problems and developing new methods. 


TRAINING.—The 
25th anniversary of clinical pastoral train- 


CLINICAL PASTORAL 
ing was marked by a conference on October 
9 and 10 at the Chicago Theological Semi- 
nary, under the auspices of the Council for 
Clinical Training, Inc. At a banquet honor- 
ing the Reverend Dr. Anton T. Boisen, who 
founded clinical pastoral training in 1925 
at Worcester State Hospital ( Mass.), a per- 
sonal tribute was paid by Dr. S. Spafford 
Ackerly, of the University of Louisville 
School of Medicine. 


Socrety.—At 
the Society’s first meeting of the 1950-51 
season held at Pilgrim State Hospital, West 
Brentwood, Long Island, Dr. S. Bernard 
Wortis, director of psychiatry at the New 
York University—Bellevue Medical Center 
was the guest speaker. His subject was 
“Research in Psychiatry.” 


Lone IsLAND PSYCHIATRIC 


The Long Island Psychiatric Society, or- 
ganized in 1925, consists of the staff members 
ot the Central Islip, Kings Park, Pilgrim, 
and Creedmoor State Hospitals, Northport 
VA Hospital, and several private psychiatric 

institutions on Long Island. 


VA RESIDENCIES, CLEVELAND.—The Crile 
VA Hospital, Cleveland, Ohio, has vacancies 
for residents in neuropsychiatry. There are 
a few openings at present, but the bulk of 
appointments will be made July 1, 1951. The 
annual stipend ranges from $2,400 to $3,000. 
Interested applicants should apply to Dr. 
Leon Ross, chief of professional services 
at the Crile VA Hospital, 7300 York Road, 
Cleveland 29, Ohio. 
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DIANETICS: THE MopeRN SCIENCE OF MENTAL 
HeattH. By L. Ron Hubbard. (New York: 
Hermitage House, 1950. Price $4.00.) 


L. Ron Hubbard released his book simultaneously 
with a long article about it in the May issue of 
Astounding Science Fiction magazine. The reaction 
was instantaneous and overwhelming. In the inter- 
yening months there has grown up a large follow- 
ing of practitioners, mostly from lay ranks, who 
are now avidly using the method not only on all 
types of mental and emotional disease, but also on 
psychosomatic cases, which have previously been 
in the realm of the internist and general practi- 
tioner. We are thus confronted with a phenomenon 
of great importance not only to psychiatry but to 
medicine in general. 

Mr. Hubbard developed his system of psychology 
from the analogy of a perfect thinking machine. 
His analytical mind corresponds roughly to the 
conscious mind, is purely mechanical, cannot make 
a mistake if fed the right data. Irrational or 
psychopathological behavior comes from the reactive 
mind, which feeds the wrong data to the analytical 
mind, thus jamming the machine and making it 
reproduce the wrong answers. It is somewhat simi- 
lar to the unconscious mind. The engram bank of 
the reactive mind is explained by the concept that 
“the body remembers pain.” The engram is inherent 
in the cellular structure and is not dependent on 
perception, so that engrams can be formed before 
birth. They are formed by moments of unconscious- 
ness when pain is inflicted on the body. Their 
effect remains dormant until they are later “keyed 
in” by a correct set of circumstances, at which time 
they are fed to the analytical mind as wrong data 
(demon circuits) giving rise to the subsequent 
irrational behavior. The author uses the term 
somatic mind for the motor component. It cor- 
responds to the autonomic and voluntary nervous 
systems. However, most of the similarity to estab- 
lished doctrine is only superficial and much over- 
simplified. The technique of dianetics consists of 
systematically erasing the engrams by sending the 
patient back the “time track,” contacting the en- 
grams, erasing them by repetition and abreaction. 
This process is continued until “basic basic” is 
reached and resolved, at which time the patient can 
be considered “cleared,” i.e., completely rational. 

Hubbard’s psychology and technique of therapy 
would naturally be popular. He exploits the current 
impotence of psychiatry, promising quick cures, 
including those of formerly hopeless cases; an en- 
tirely mechanistic, predictable psychology ; nonmedi- 
cal, cooperative treatment; freedom from personal 
responsibility and guilt feelings in our neuroses; 
in other words the millennium in psychiatry. As 
might be expected he quickly found a following, 
first in the readers of Astounding Science Fiction, 
then in Southern California where any cult will 
thrive, and now almost everywhere in the country. 


The extent and force of the movement can be judged 
from testimonial letters written in to Astounding 
Science Fiction (July, August, 1950), Time (Sept., 
1950) and Nation (Sept., 1950). These all indicate 
that people are using dianetics and getting spec- 
tacular results of some kind. 

Without pretending to pass final judgment on 
the movement, certain things can be said about it 
psychiatrically. The whole project was irrespon- 
sible by accepted scientific standards. Testimonials 
cannot be considered scientific proof of any method 
yet most of the evidence for dianetics consists only 
of testimonials. The author’s claims of exhaustive 
tests for his findings seem to reside in his own 
fantasy. They certainly are not included in the 
book or in any public record that I have found. 
The procedure of introducing dianetics to the public 
was also unorthodox. Hubbard’s explanation that 
there were lives to be saved sounds pretty thin when 
it is considered that any sincere scientific therapeutic 
method has in the past always been introduced 
first to the medical profession. Hubbard’s medical 
shield, Dr. J. A. Winter, states in Astounding Sci- 
ence Fiction: “The medical profession, or at least 
a part of it, was not only aware of the science of 
dianetics, but had tested its tenets and techniques 
and was willing to admit there was something to 
it.” He did not explain that a preliminary report 
had been submitted to the AMERICAN JOURNAL OF 
PsycHIATry and been rejected. The obvious dan- 
gers of widespread use of this system could only 
have been minimized by an irresponsible ad- 
venturer such as the author. However, Dr. Winter, 
John B. Campbell (who is described in the 
book as a nuclear physicist, but who turns out 
to be the editor of Astounding Science Fiction), 
the publishers, the medicine editor of Time maga- 
zine, and many others must share this stigma as 
all have had an important part in furthering this 
project. 

There has been much speculation among re- 
viewers as to the nature of the phenomenon we are 
witnessing. This seems rather futile. Surely a 
better method would be a fair study of the whole 
thing by a psychiatric commission such as was done 
of Mesmer by the French Academy of Science. 
Until that is done everyone is entitled to his own 
explanation. This reviewer would explain the phe- 
nomena as a mass suggestion similar to hypnosis, 
Christian Science, and other faith cures. The main 
difference seems to be that it is being done under 
the zgis of the new psychiatric religion that in the 
past few years has so much replaced the established 
religions in fixing our standards and guiding our 
thinking. As for Hubbard himself, he may be ex- 
plained as a misguided and frustrated genius whose 
previous efforts in the realm of scientific fiction 
writing have subtly prepared him for that nice ig- 
norance of reality without which he could not have 
developed this epic. Certain bits of internal evi- 
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dence such as his insistence on the frequency of 
abortions, his cruel fathers, his unfaithful moth- 
ers, his blundering doctors, his arrogance toward 
authority, may indicate the author’s own systema- 
tized paranoid delusions. The public’s ardent es- 
pousal of his cause is reminiscent of Freud’s primal 
horde overpowering the father (doctor). Folie a 
beaucoup. 
Rosert E. Peck, M. D., 
New York City. 


EXPERIMENTAL FOUNDATIONS OF GENERAL Psy- 
cHoLocy. By Willard L. Valentine and 
Delos D. Wickens. (New York: Rinehart 
and Co., Inc., 1949. Price $3.00.) 


In the tumultuous rush of psychologists to apply 
their skills to the ills of a neurotic world, the basic 
fact is often overlooked that the only claim for the 
uniqueness of psychology as an attempt to under- 
stand behavior lies in the method by which it attacks 
its problems. The need for psychological services 
is so great that it is not unusual for the practitioner, 
absorbed by the urgency of his task, to forget the 
nature of the techniques that initially justified his 
pretensions to special qualifications. This overpre- 
occupation with application is reflected in the fre- 
quent teaching of general introductory psychology 
without reference to the scientific methodology 
that presumably underlies the principles expounded. 
Such courses may (or may not) be useful in im- 
proving the personal adjustment of the student, 
but they can scarcely claim to provide an orienta- 
tion to an objective psychology or to prepare a 
student for advanced psychological work. The 
reconciliation of this utilitarian purpose with the 
necessity for imparting, at least to the future psy- 
chologists, an enthusiasm for the experimental ap- 
proach is no superficial instructional issue, but a 
dilemma calling for a careful weighing of values 
for psychology as a whole. 

Valentine and Wickens have recognized the 
multiplicity of objectives in the customary first 
course, but have chosen to treat one of them— 
the application of scientific method to behavior 
problems—with clarity rather than to produce a 
would-be best-seller that says all things to all 
people. The result is an admirable work, which 
any instructor could well use as a supplement to 
a more inclusive beginning text. Here the “scien- 
tific’ purpose of the first course is well met, and 
the instructor is left free to introduce whatever 
other materials he feels are needed to round out 
the subject. 

In general, the authors have set out to describe 
in some detail a few important experiments selected 
from each of the areas usually treated in general 
psychology. The student is not confused by a mass 
of inadequately presented data, but is shown how 
a particular segment of behavior has been attacked 
in one representative study. The methodological 


aspects are stressed, the manner in which controls 
allow valid conclusions is demonstrated, and the 
relation of the results to larger topics is pointed 
out. These specific tests of psychological principles 
emphasize that their basis is empirical rather than 


speculative. Thus the student sees how psychologi- 
cal data are distingushed from those of nonscientific 
with behavior, and gains 
the difficulties and satisfactions 
of adequate psychological research. 

This first edition is more than a bald collection 
of experimental reviews. Since the first edition 
in 1938 the tendency has been to add commentary 
and integrative material to the research summaries, 
With the addition of a new chapter on “Magic 
and Science,” by the late Dr. Valentine, and the 
organization of a chapter emphasizing the principle 
of control, this edition presents its message with 
greater fluency than either of its predecessors. The 
beginner, and, indeed, the practicing psychologist 
who has forgotten his basic training, could find no 
better primer on the methods of science. Directness, 
simplicity of style, and an attractive format con- 
tribute to high readability. Even with these dis- 
tinct improvements, the critical reader might be 
left with the impression that even more integration 
would be desirable. The relative independence of 
material in each chapter may reflect on the way 
is traditionally chopped into isolated 
topics rather than on this text in particular. Never- 
theless, the effort to incorporate the results of many 
experimetits into an inclusive theory is as much a 
part of scientific procedure as is the conduct of 
a single experiment. It is regrettable that this 
phase of the process has not received more atten- 
tion. This might have been accomplished in a re- 
vision of a summary chapter that appeared in the 
second edition but is unfortunately missing in the 
present effort. New material on personality and 
social behavior, together with the addition of some 
very recent studies, make the third edition the 
most complete to date, however, and the changes 
®as a whole have been advantageous. 

Experimental Foundations of General Psychology 
is a healthy restatement of the methodological ap- 
proach that alone sets psychology apart as a pro- 
fession with a unique contribution. This text pro- 
vides a possible solution to the pedagogical problem 
of perpetuating this approach in courses devoted 
in part to other objectives. Its success will be de- 
termined largely by the degree to which psycholo- 
gists themselves continue to value the advancement 
of scientific understanding as a necessary basis 
for their efforts in applied fields. 

Wa ttace A. RUSSELL, 
Department of Psychology, 
University of Minnesota. 
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MEANING AND CONTENT OF SEXUAL PERVERSIONS. 
By M. Boss, M.D. Translated by L. L. Abell, 
Ph.D. (New York: Grune and Stratton, 
1949.) 


As Diethelm says, in a cautious foreword to this 
book, “to many, these theories may not be ac- 
ceptable; but to everyone they will be stimulating.” 
Boss rejects the orthodox analytic concept, con- 
tending that the Freudian doctrine is too mecha- 
nistic, and too much based on a presumably false 
assumption that psychic life can be understood in 
terms of exact scientific concepts. On the con- 
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trary, he feels that perversion cannot be interpreted 
without a profound understanding of “love.” And 
this implies more than simple relief from sexual 
tensions, more indeed than unconscious identifica- 
tions with a parent. Love is to be understood in 
an artistic, almost poetic sense, as a mode of un- 
earthly existence, something transcending the nar- 
row limits of earth-bound life. Hence an “existen- 
tial” kind of treatment is needed. The author’s 
technique is labelled Dasein analysis which—if 
translatable at all—can be translated only as “ex- 
istential analysis.” 

In Boss’ own words, “a perversion is an expres- 
sion of a disturbed dialectic between the mode of 
being-in-love and of being-in-the-world.” In the 
perverted person, the wordly mode of existence is 
surrounded by barriers across which love can pene- 
trate only through “apertures.” Presumably when 
love has to be squeezed through those apertures, a 
clinical perversion results. 

The concepts are exceedingly difficult to grasp— 
at least for American psychiatrists accustomed to 
the neat structuralization of the personality and 
to the smooth dynamism of the libido. The book 
is hard reading. One has to go through it slowly, 
rereading many sentences to absorb the meaning. 
The vocabulary is unfamiliar, and such terms as 
“love transparency” and “supraterrestial richness” 
are not part of the common currency of our pro- 
fessional language. The text does provide food for 
thought, and suggests a new dimension in our un- 
derstanding of the perverted patient. The doctrine 
is supported by the protocols of 8 interesting cases. 
Boss does not actually describe his technique, so 
that his methods cannot be tested by an analyst 
whose knowledge of Daseinanalyse is based only on 
this book. 

Henry A. Davipson, M. D., 
Flemington, N. J. 


Grecorio, THE HANpD-TREMBLER: A Pyschobio- 
logical Personality Study of a Navaho Indian. 
By Alexander H. Leighton and Dorothea C. 
Leighton, with the assistance of Catherine 
Opler. Reports of the Ramah Project, Re- 
port No. 1. Papers of the Peabody Museum of 
American Archaeology and Ethnology, Har- 
vard University, Vol. XL—No. 1. (Cam- 
bridge, Mass.; Peabody Museum, 1949.) 


This monograph is significant from 2 points of 
view: as an integral part of a comprehensive re- 
search project and as, in itself, a contribution to 
social science. Of these 2 points of view, the former 
is possibly the more significant. 

The Ramah Project of which this study is a 
part is an attempt to make a long-term study of 
the socialization of Navaho children by concentrat- 
ing upon one Navaho community, Ramah. Planned 
in 1936 by Dr. Clyde Kluckhohn, crystallized in 1940 
in discussions with the Leightons, the project has 
already resulted in an impressive number of books 
and papers, based entirely or partly on Ramah 
data. In addition to a comprehensive outline of 
Navaho culture by Kluckhohn and Dorothea Leigh- 
ton, and a generalized account of the development 


of personality by Dorothea Leighton and Kluck- 
hohn, there are other life histories such as the 
one under review and papers on special aspects of 
individual development and upon other areas of 
Navaho culture. Anthropologists are already en- 
abled to know more about the Navaho than about 
most nonliterate peoples. 

The present monograph is the life history of a 
Navaho male who practices healing by rituals sur- 
rounding the culturally sanctioned device of hand- 
trembling. Part I, called the Formulation, is an 
analysis and interpretation of the life of the par- 
ticular Navaho who is the subject of study. Part II 
is the organization of field notes. Following brief 
descriptive data, Part II contains first the life his- 
tory as recorded chronologically by the field work- 
ers, and, second, a grouping of the material in such 
a manner that research workers in personality and 
culture, particularly of the Navaho, can readily use 
this material whenever it has a bearing on their 
problems. The grouping is under the main head- 
ings of Subsistence, Survival, Social Relationships, 
Constitutional Nature, Opinions and Attitudes, and 
Religion; in this part, the life history is supple- 
mented by data drawn from the field notes of other 
workers. Altogether, it constitutes a contribution 
not only to knowledge of the Navaho, but more 
particularly to the development of systematic meth- 
ods and techniques in social science. 

The field notes of this and of the other studies 
are on file at the Peabody Museum, where they are 
processed. The processing consists in “excerpting 
the notes according to a standard system of cate- 
gories.” The general project is thus both collabora- 
tive and cumulative. It is, in addition, increasingly 
objective, in that the student is presented with the 
data as well as the conclusions of the field worker. 

The Leightons are at once psychiatrists and an- 
thropologists, and it is probably not without sig- 
nificance that they have contributed to the develop- 
ment of methods of interest to both disciplines. 

One doubt obtrudes itself. The Ramah com- 
munity has a population of about 500 people. By 
the time this monograph was written, at least 50 
social scientists had visited there to make field 
studies. It is thus not improper to ask whether the 
Navaho of the future is not just as likely to be the 
product of interaction between Navaho society and 
that particular segment of American society con- 
stituted by social scientists, as he is to be a Navaho 
affected, like most other American Indian people, 
by more general contact with American people. 

G. Gorpvon Brown, Pu. D., 
University of Toronto. 


Tue Macic CroaK: A Contribution to the Psy- 
chology of Authoritarianism. By James Clark 
Maloney, M.D. (Wakefield, Mass.: The 
Montrose Press, 1949.) 


This book is a slighted beauty. There is much in 
it that is interesting and useful, and if properly 
treated could even be made of popular interest as- 
suming we want more popular books in psychiatry, 
which is doubtful. Unfortunately, it is written in a 
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rather abstruse language that often escapes the 
reader’s understanding especially if one wishes to 
see the book as a whole, the main concepts the 
author tries to elaborate. In places, the thought 
becomes complicated to follow (p. 226) because in- 
terpretation precedes examples. By beginning with 
the case histories and letting conclusions follow, the 
style would gain in clarity (p. XIII). Phrases like 
“psychological borders of self exceeding the actual 
borders of self” are not very meaningful. The au- 
thor’s subordination of masochism to the more im- 
portant goal of security is important and is cer- 
tainly worth further efforts of elaboration as a 
principle of human behavior. This feeling of in- 
security is present in us from birth, and according 
to the author, the infant, to gain security and avoid 
anxiety, works out a certain behavior toward his 
mother. A pattern is determined that is followed 
by the adult long after the original causes have 
been forgotten. 

“The Magic Cloak” is deceptive as to the inner 
contents. A uniform of a policeman is but for the 
purpose of helping the man to disguise his inner 
weakness and femininity, and at the same time 
give him the opportunity to act aggressively under 
the guise of pursuing criminals. Thus “The Magic 
Cloak” is a kind of behavior that superficially looks 
as if it might be self-determined to suit the require- 
ments of the adult world, but actually reflects the 
unconscious phantasies of childhood. The “Magic 
Cloak” is a defensive superstructure, a facade that 
disguises hostility and hatred of the suppressed real 
self. Because of the behavior pattern established by 
the child in its search for security, the energy be- 
comes fixed and the personality in “neurotic con- 
formists” and “neurotic non-conformists” is nar- 
rowed down to a “tight little world,” re-enacting 
the dictates of unchangeable, unconscious phan- 
tasies. By means of case histories and charts, the 
author demonstrates how these mechanisms operate 
and how they can be traced back to the pregenital 
period of the first 3 years. 

The author points out that the Oedipus complex 
may at best be a by-product of a mother relation 
brought on by fear. The little girl’s desire to re- 
place the mother with the father, which Freud 
makes of such central importance, becomes a side 
issue to a more primary striving for security. The 
author corrects Freud, but he does not detract from 
the significance of Freud’s discoveries. The in- 
fant’s first dissociation from the mother receives 
detailed attention and neurotic symptoms in the 
adult are held to be traceable to early alimentation. 

Various cases of psychopathies arising out of war 
conditions are cited, including seasickness. The 
tossing ship represents the uncontrolled mother or 
the rebelling self, and the individual’s loss of his 
sense of mastery (p. 146), and disgust is the result. 

Chapter 16, “The Psychology of the Okinawan,” 
deals with the sound mental health of the island 
population. The author attributes this to the good 
mothering the children receive, which begins directly 
after birth with breast feeding, and is continued 


through the first 2 years or longer. The suggestion 
is made that the cause of world peace might be ad- 
vanced through correct child training that would 
fortify the adult to suffer frustration without de- 
structive aggression. 

A novel feature is 19 full-page illustrations by 
Erle Loran that depend on symbolism to tell the 
story of specific case histories. If illustrators could 
be drawn to contemporary psychiatry, a new type 
of medical illustration might be developed. The 
fact that these drawings were made at all may thus 
become more significant than any question of their 
artistic quality (which is sometimes doubtful) 
though the better ones (opposite pp. 26, 33, 90, 179, 
181) also have artistic merit. No word in con- 
temporary art criticism has been more overworked 
than “emotion,” and yet that term is always used in 
a general way denoting tension. Though these il- 
lustrations are not packed with emotional tension, 
they are pleasingly decorative. On the other hand, 
they explain through graphic symbols what is back 
of our emotions, as in the threatening beast that 
shows the influence of Picasso. 

It would be interesting if the artists of the “com- 
ics’ would apply to this problem their style of 
draughtsmanship that concentrates on action and 
facial expression. So far, this has resulted in a 
“let’s explore your mind” type of illustrated book, 
that is very much on the surface. 

The typography of the book is good. There is no 
index, which detracts greatly from the value of any 
scientific book. 

E. O. CHRISTENSEN, 
The National Gallery of Art. 
Ben KarpMAN, M.D. 
Saint Elizabeths Hospital, 
Washington, D. C. 
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INTRODUCTION TO PsyYCHOPATHOLOGY. By 
rence I. O’Kelly. 
1949.) 

One of the most encouraging trends of the first 
half of this century was the gradual convergence 
of special professional groups interested in personal 
and social welfare. The researches of psychiatrists, 
psychologists, educators, sociologists, and, lately, 
clergymen, have in many instances been combined 
to give a richer and a truer understanding of the 
forces of living. 

Specialists in each of these fields have come out 
of their workshops with new and practicable prod- 
ucts. And they have joined interests for the good 
of the individual and the society they serve. 

This trend is well exemplified in O’Kelly’s book. 
The author has a fine knack for grasping the prac- 
tical significance of the many and varied points of 
view revolving around the topic of psychopathology. 

The teaming up of psychiatry and psychology 
represents a distinct advance in both fields. O’Kelly 
furthers the interests in each field by his compre- 
hensive survey, soundness, and temperance. 

L. E. Hinste, M. D. 
New York City. 
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